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GUEST EDITORIAL 


Virginia’s Program for the Rehabilitation of Alcoholics 


HE treatment program of the Division of Alcohol Studies and Rehabilitation, 

newly established under the State Department of Health, has now been under way 
for just over a year. At present, facilities for treatment comprise an Out-Patient Clinic 
in continuous operation at the Medical College ef Virginia, Richmond, since October 16, 
1948 and a 12-bed In-Patient Service that has been receiving alcoholic patients in 
connection with the Clinic since April 13, 1949. 

Virginia’s program for the study of problems of alcoholism and the treatment of 
persons addicted to excessive use of alcohol, set up through legislation enacted by the 
General Assembly early in 1948, is the first project of its kind in the nation to be de- 
veloped under the control and management of a state health department. This assign- 
ment of the problem to a health department marks a significant step in the growing rec- 
ognition both in this country and abroad that the illness of alcoholism is a public 
health responsibility of great magnitude. Since the initiation of Virginia’s pioneering 
activity, a number of other states have passed similar legislation and are developing 
alcoholic treatment centers. 

The Virginia program has been planned with full recognition of the undeniable fact 
that chronic alcoholism is an illness that is extremely difficult to treat successfully. 
From earliest civilized times, the drunkard has been a familiar figure, a source of 
misery and distress to himself and his family, often an onerous responsibility to his 
community, and usually the despair of those who would restore him to a sober and 
productive life. A common attitude toward the alcoholic has been that he (or she) 
is a derelict not worth helping. A growing body of modern experience shows, however, 
that many alcoholics respond favorably to treatment and that the results of therapy 
can be very rewarding. In view of these considerations and the focus of public atten- 
tion, in part evidenced by the recent legislation, upon the care of alcoholics, the 
Division of Alcohol Studies and Rehabilitation looks upon its present activities in 
the light of a study or pilot program. It is not pretended that the existing facilities 
of this Division are large enough or sufficiently developed to care for the entire needs 
of the State. Rather, it is hoped that through experience with the present Service, it 
will be possible to assess the problems of rehabilitation as encountered in the alcoholic 
population of Virginia, to establish reasonable expectancy and criteria of success in 
therapy, and to recommend methods of treatment and administrative practice for a 
full-sized rehabilitation plan. 


The task assigned to the Division by the General Assembly is four-fold: 


, 1949. = 1. The treatment of those addicted to excessive drinking. 

—d - 2. The rehabilitation of these persons to happy and useful lives, insofar as this is 
possible. 
: 3. Research and study into the scientific and other aspects of alcohol in its effects 


upon human beings. 
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4. The promotion of preventive and educational programs. 

In carrying out these objectives, highest priority has been assigned to treatment 
and rehabilitation. Full use is being made of the results of modern research on the 
pathological physiology of alcoholism, its etiology, and its treatment in major centers 
throughout the world. Candid evaluation of such research—which is increasingly 
attracting the investigative attention of able minds—reveals that the causative factors 
in alcoholism are probably multiple and complex. Moreover, we do not yet clearly 
know exactly why or how a person becomes an alcoholic. Factors of physiological 
instability, personality inadequacy, maladjusted inter-personal relationships, over- 
whelming social and economic stresses, and spiritual and moral conflict can often be 
traced through the life history of those who have become alcoholics. In some cases, 
however, one seeks in vain for etiological or predisposing bases and one is confronted 
with a confused and unhappy victim whose illness seems ascribable simply to gradually 
and insidiously increased social drinking. 

In view of our insufficient knowledge of the etiological factors and in view of the 
many-sided effects of the disease in its destructive attack on the integrity of the human 
organism, a sound approach to therapy must provide support and help in many or 
even all of the facets of human life: physical, psychological, social, economic and 
spiritual. Such treatment is costly and requires time but no other less comprehensive 
plan appears to be successful. There is at present no specific “cure” for chronic alcohol- 
ism. Chronic alcoholics can be helped to sobriety and such rehabilitated patients are 
considered to be “arrested”. That is, they can lead worthwhile and satisfying lives as 
long as they remain completely abstinent. The “arrested” patient must always remem- 
ber he is an alcoholic and accordingly live a life of absolute sobriety. Although the 
mechanisms are unclear, the evidence is incontestible that an alcoholic can never again 
use alcohol “normally”. 

It is difficult to say just how the change from a drinking alcoholic to an abstinent, 
“arrested” alcoholic is brought about. Certainly it involves the patient’s recognition 
and frank admission that he is an alcoholic. Willingness to admit once and for all 
that he is powerless to handle alcohol, that his life has become unmanageable, and that 
he can never again drink normally, plus an overwhelming desire for help are essential 
steps in bringing a patient to treatment and in his eventual rehabilitation. Treatment 
at this phase can often guide the patient to take these steps. Although all patients of 
the Division are accepted entirely on a voluntary basis, many are at first skeptical, dis- 
trustful or even resentful and defiant. When such a patient in his first contact with the 
Clinic or Ward encounters a physician or other staff member who shows genuine interest 
in helping him, who listens without condemnation to his story, and who outlines re- 
alistically with him the ways in which he can repair his disorganized life, often a new 
courage is born and with it a new hope. The patient learns to accept his illness, and 
as his trust in his physician grows, he shares his fears, ambitions and disappointments, 
and follows with his doctor the long road of re-education in a new way of life. Medical 
and psychiatric examinations with indicated laboratory and psychological tests give 
the physician insight into the patient’s capacities and limitations. Urgent difficulties 
are handled at once: an acute or chronic medical condition, a threatened divorce, a 
lost job. The medical social worker and occupational counsellor are on hand to help 
the physician and the cooperation of the patient’s family and his employer is enlisted 
if this is desirable and if it is agreeable to the patient. Often new understanding be- 
tween the patient and his family or his employer can be fostered. 


Patients accepted by the Division are treated initially in the Out-Patient Clinic or 
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as In-Patients in the ward. Experience gained in the Virginia program as well as in 
the Yale Plan Clinic, New Haven, Connecticut, and elsewhere has shown that many 
patients can be helped through out-patient treatment alone. Regular contact with the 
Clinic may continue for a year or even more. Patients admitted to the In-Patient Serv- 
ice comprise those in an acutely intoxicated state or those requiring special diagnostic 
studies or treatment for which hospitalization is necessary. Some patients, for example, 
volunteer to take treatment with the new Danish drug, Antabuse, the administration of 
which must be initiated in the hospital. In-patients are usually hospitalized for about 
two weeks, the exact length of stay depending upon the circumstances of the individual 
case. On discharge from the ward, patients continue treatment through regular visits 
to the Out-Patient Clinic. It is felt that little can be accomplished without this long- 
continued follow-up treatment. 

A word may be said about the role of Antabuse in the treatment of alcoholics. This 
drug, Tetraethylthiuramdisulphide, when taken by mouth in daily doses of 1 to 2 
Grams exerts no untoward effect. If, however, alcohol in any form is consumed in addi- 
tion to the Antabuse, there follows an extremely unpleasant reaction. Within a few 
minutes, the skin of the head, neck, limbs, and trunk becomes flushed and there is 
a rapid fall in blood pressure with acceleration of the pulse. The patient complains 
of dyspnoea, pounding headache, and often nausea. Emesis may occur. This reaction 
lasts about an hour, and then recedes and the patient sleeps. Investigations of Jacobsen 
and his co-workers in Denmark indicate that in the presence of Antabuse in the body, a 
considerable proportion of the alcohol ingested is broken down to acetaldehyde and that 
the symptoms of the reaction are those of acute acetaldehyde poisoning. Antabuse is 
still under clinical trial and is not yet available for general prescription use by the 
profession. The drug is being administered as a part of the total plan of treatment in 
certain volunteer patients of the Division, who are shown by clinical and laboratory 
examination to be free of cardiovascular-renal disease, liver damage, diabetes, or con- 
vulsive disorders. The patient receives 1 to 2 Grams of Antabuse a day for four days. 
On the fourth day, he is given 40 to 50 c.c. of whisky and experiences the characteristic 
reaction. He is then stabilized on approximately 0.5 Grams of Antabuse daily which he 
continues to take every day for several months after he leaves the hospital. The patient 
knows that as long as he takes Antabuse, he will have a reaction if he drinks alcohol. 
It should be emphasized that Antabuse is given as a part of the whole treatment pro- 
gram, providing a direct deterrent to drinking and supplementing those procedures 
aimed at helping the patient toward greater insight, more mature and stable behavior, 
and improved adjustment to his environment. 

This brief commentary on the activities of Virginia’s Division of Alcohol Studies 
and Rehabilitation is necessarily incomplete. It is premature to evaluate results of 
treatment except in preliminary terms. In attempting the rehabilitation of alcoholics, 
we are confronted with many difficult and unsolved issues. These should not be under- 
estimated. We are convinced, however, that alcoholics are worth helping and that the 
general practitioner can play a valuable role. We believe that the issues to be faced 
are not insoluble and that with their solution will come a more successful fight against 
one of the great medical and social disorders of our time. 


Medical College of Virginia Esse Curtis Horr, M.D. 


Richmond, Virginia. 


EpiTor’s Nore: Dr. Hoff is Associate Professor of Neurological Science, Medical College of 
Virginia, and Medical Director, Division of Alcohol Studies and Rehabilitation, Department of 
Health, Commonwealth of Virginia. 
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THE PRESENT DAY CONCEPT OF INDUSTRIAL MEDICINE* 


R. Lomax WELLS, M.D., F.A.C.P., 
Medical Director, The Chesapeake & Potomac Telephone Companies 
Washington, D. C. 


When one speaks of industrial medicine today 
there remains in the minds of some people, lay and 
professional, some residual misunderstanding as to 
its present status in the scheme of things medical. 
Many people do not know just what it is. This mis- 
understanding arises in part by such loosely used 
terms as “Company Doctor’, ‘Compensation Doc- 
tor’, “Plant Doctor’, ‘‘Mine Doctor”, and the 
like. These misnomers cast an eerie light and pro- 
duce shadows that distort the present day concept 
of industrial medicine. Industrial physicians today 
are striving, and succeeding in most quarters, in 
establishing a realistic and ethical pattern for in- 
dustrial medicine, one that is fair and productive of 
benefits to all parties concerned. Management, labor 
and medical leaders have all contributed to a better 
understanding of this field of medical practice. 

Perhaps another reason for this misunderstanding 
has been the failure of the profession as a whole to 
interest itself. until the 20th century in understand- 
ing how the industrial physician works, what his 
ethical and professional relationships are, and what 
he hopes to accomplish. Far too often the private 
practitioner has had the feeling that the industrial 
physician is the intruder between the patient and the 
private physician; that he is primarily concerned 
with the rights of the employer and not of the em- 
ployee; that he is too often concerned with reducing 
the costs of absenteeism and is not concerned with 
the welfare of the individual; that he is taking work 
away from the private physician and that he is dis- 
turbing confidential relationships. These are out- 
dated and unrealistic approaches to one’s thinking 
and they pay tribute to no one. 

Industrial medicine is more than a babe in 
swaddling clothes. About 4,000 B.C. in one of the 
Egyptian Papyrus writing, reference was made to 
the fact that the type of work that people do has 
some bearing on the health of the individual. Both 
Plato and Aristotle made mention of the fact that 
occupation is in some way related to health. Hip- 


*Presented by invitation at the annual meeting of the 
Medical Society of Virginia at Old Point Comfort, 
October, 1949. 


pocrates, Galen, Paracelsus, and Agricola related 
occupation to health in their writing. Modern in- 
dustrial medicine dates from about 1700 A.D. It 
was at this time that Bernardino Ramazzini pub- 
lished his book on the diseases of workers and gave 
us the real beginning of our present knowledge of 
occupational diseases. 


Our great industrial expansion in this country 
began in the mining camps, the camps of the trans- 
continental railroads under construction and in the 
logging camps of the West and Northwest. These 
enterprises developed in previously unpopulated 
areas, areas where medical facilities of the ordinary 
community were not available. It then became 
necessary for employers in these areas to provide 
their own medical services for their employees. Here 
the term ‘‘contract practice” got its origin. For one 
reason or another the physician engaged in con- 
tract practice was stigmatized, if not ostracized. 

The physician practicing industrial medicine to- 
day does not change his concept of medical ethics 
and does not seek to violate confidential relation- 
ships because he has elected to interest himself in 
the problems of both employer and employee. He has 
simply broadened his horizon. He now has a bi- 
lateral sphere of influence on the health of the 
worker. In the Medical Department of The Chesa- 
peake and Potomac Telephone Companies we ap- 
proach the problem with two very simple philoso- 
phies. The first of these is—‘*Do what is best for 
the individual employee, at the same time, then, 
you will be doing what is best for the Company.” 
The second is—‘‘If an employee is well he is ex- 
pected to be on the job and to do his job well; if 
an employee is sick he is not expected to be on the 
job, but he is expected to seek and receive prompt 
and adequate medical care.” In the administration 
of these philosophies day by day the effort is con- 
stantly made to cooperate in every possible way with 
the employee’s personal physician, and in return we 
anticipate his cooperation with us. This cooperation 
is essential if wise and intelligent administration of 
the Company’s Plan for the payment of sickness and 
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pension benefits is to be carried out in the interest of 
the employee. 

Certain essential differences exist between the 
practice of medicine by the private practitioner and 
the practice of medicine in industry. The first of 
these differences exists in what is known as “third 
party” interest. This third party interest is that of 
the employer. This third party interest does not 
make it impossible for the physician to maintain 
confidential relationships with his patient, but the 
employer and the insurance companies have an in- 
terest in what goes on if for no other reason than 
the fact that the nature of the Workmen’s Compen- 
sation Law is such that they must know what is 
going on. The third party must know that the in- 
dividual is receiving the best possible medical care. 
Special problems arise in providing a healthy work- 
ing environment for the worker. This requires, on 
the part of the industrial physician, a working 
knowledge of the problems of heating, lighting, ven- 
tilation and accident control. The problems pro- 
duced by toxic fumes and gases and those posed by 
the occupational dermatoses are real ones to be faced 
by the industrial physician. He should be skilled 
in the prevention as well as in the recognition and 
treatment of disease, particularly those related to 
occupations. Certain skills of an administrative na- 
ture are required of him. These vary with the type 
of organization with which he is associated and the 
size of his Medical Department. He must be able 
to maintain a working and satisfactory relationship 
between the employee and himself and between the 
employer and himself and not stand between the em- 
ployee and the employer. He is in the peculiar po- 
sition of having to guide both of them. I have out- 
lined these differences not to praise nor to defend the 
industrial physician, but to emphasize the fact that 
differences do exist. These are administrative dif- 
ferences and differences in required professional 
skill as applied to occupational disease. 

Tabershaw? recently wrote, “During the past year 
emphasis was placed on the social phases of indus- 
trial medicine . . . the factors involved in the work- 
er’s mental and social welfare were of growing con- 
cern to industrial physicians.” 

“The industrial physician today may be said to 
be at the crossroads. Without deviating from the 
basic tenets of the profession he has been com- 
pelled to adapt himself to the demands of a fast de- 
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veloping and changing industrial economy. Each 
year the various forms of health insurance, group 
welfare funds and sick benefit and pension plans 
play a most significant part in relation to occupa- 
tional medicine. The very nature of the industrial 
practitioner’s work, dealing as it does with a speci- 
fied segment of society, has placed him in an anamo- 
lous position. For example, though he adheres in 
theory to the basic precepts of the patient’s free 
choice of a doctor, he cannot but violate it in actual 
practice.” 

Having provided you with the foregoing back- 
ground, let me state some questions which I think 
you might very well be asking yourselves, or per- 
haps you have already asked them. First of all, let 
me say that you should interest yourself in the an- 
swers to these questions because they vitally affect 
the welfare of your individual patient. 

First, why should I concern myself with the prob- 
lem of absenteeism in industry? 

Production schedules are geared to men and ma- 
chines. Without men machines are worthless. With- 
out men on the job production is slowed. With pro- 
duction slowed our economy is affected and thus the 
effects of absenteeism reach down and touch each 
one individually and collectively. 

Second, who gains and what is gained when I 
take time from a busy practice to carefully and in- 
telligently, and offtimes frequently, fill out sickness 
forms for a patient under my care? Third, why 
should I take time to discuss my personal patient’s 
problems with the industrial physician? 

I realize quite fully that a busy practitioner is 
offtimes irked by the number of sickness certificates 
which he must fill out for various patients. The in- 
formation which we have requested on our certifi- 
cates, which you fill out for us for the employees of 
the Telephone Company, is essential if we are to ad- 
minister the Plan whereby these employees receive 
the sickness and pension benefits to which they are 
entitled. We have made every effort to keep these 
certificates as simple as possible. You can be most 
helpful to your patient and to us if you will furnish 
the requested information accurately and promptly. 
All too often, for example, the diagnosis is listed as 
“nervousness”. Nervousness is not a diagnosis; it 
is a symptom. Such a statement gives us no idea of 
the etiology of the employee’s nervousness nor what 
might be done toward correcting it. The nervous- 
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ness might be due to hyperthyroidism. It might be 
menopausal. It might be due to home or domestic 
difficulties. It might be due to a true psychoses or 
to an anxiety state. I quote Dr. Walter D. Wood- 
ward,’ psychiatrist on the Medical Staff of the 
American Cyanamid Company, who was recently 
interviewed on the question of home environment 
and work production—‘On the job the employee 
has occupational therapy for eight hours a day, a 
chance to forget about himself, and an opportunity 
to reassure himself of his work. Thus, keeping the 
man on the job is frequently an important part of 
the therapy on the part of the industrial psychiatrist. 
Both the man and the industry profit by it. A ma- 
jority of the labor turnover, particularly in the 
younger age groups may be traced to the emotional 
instability of the individual rather than to his job 
which he usually blames for his dissatisfaction.”’ I 
have emphasized this problem of nervousness and 
emotional disorder because it is one of the largest 
ones with which we are dealing today. Your thought- 
ful approach to this problem will be of inestimable 
help to those of us doing industrial medicine. The 
time which you devote to filling out your certificates 
correctly, and the time which you take to discuss the 
problems of the individual employee with the in- 
dustrial physician, will profit your patient, you and 
the industry. 

Fourth, doesn’t the expansion of an industrial 
medical department take practice away from me? 

Many channels are open to the medical depart- 
ment in industry to continually assess and appraise 
the health of the employee group. Some of these 
channels are represented by occupational examina- 
tions for specific jobs with specific hazards to the 
individual employee and/or to his fellow em- 
ployee. Additional channels are represented by fol- 
low-up programs for known cases of venereal dis- 
ease, tuberculosis and for the handicapped worker. 
The examination of employees who are absent on 
disability leave, employees who are considered eligi- 
ble for disability pensions, those who represent 
chronic, repeated sickness cases, those who show an 
incidental lost time above the average, and those 
who appear prone to accidents along with that group, 
represented by periodic health appraisals on a vol- 
untary basis, offer further opportunity for the as- 
sessment and appraisal of the employees’ health. 
These various channels offer the medical department 
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in industry a board cross-section of its employee 
group which, on the basis of examinations made by 
the medical department, can be advised and directed 
into proper medical care by their own personal phy- 
sician. All too often in our experience the employee 
fails to seek medical care unless he is directed to 
do so by us. By calling attention to needed medical 
care and referring the employee to his personal phy- 
sician for this care we feel that we are assisting in 
increasing private medical care rather than taking 
work away from the personal physician. I should 
like to emphasize at this point that it is our policy 
to treat only emergency illness on the job and acci- 
dents on duty ‘and not to give treatment involving 
continual care. 

Fifth, does the industrial physician have the privi- 
lege and the right to say that an employee is able 
to return to the job when I have indicated that in 
my opinion he is not? 

There cannot help but be differences of opinion 
among us whether we are in or out of industrial 
medicine. Consequently, there will be times when 
you feel that your patient should not be on the job 
and the industrial physician will disagree with you. 
In the vast majority of instances by calm discussion 
between the two of you an equitable solution to the 
problem can be reached. Our Companies certainly 
never insist that an employee return to duty against 
advice of his personal physician. However, the 
Companies must and do reserve to themselves the 
right to determine whether or not an employee ab- 
sent from duty is entitled to sickness disability bene- 
fits under the intent of our Benefit and Pension Plan. 


I should like to emphasize the importance of 
every physician taking an occupational history. It 
is not sufficient to know that your patient works for 
the government, in a store or in a factory. You must 
know something of what that patient does on the job 
in order to know whether or not it is influencing the 
patient’s health and if he or she can safely carry 
out the job requirements without harm to self or 
fellow workers. It would be unreasonable to expect 
every practitioner of medicine to have a working 
knowledge of all job requirements, but your patient 
can tell you, for example, how much walking, stand- 
ing, bending, climbing or stooping he has to do, 
how much he uses his hands, how much close use of 
his eyes his job requires, etc. The influence of the 
domestic environment and what that environment is 
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should be part of your patient’s history. You must 
remember that the average worker spends 714-8 
hours a day, five days a week at his job and under 
its influence; the greater part of his life is spent 
away from the job and under other influencing fac- 
tors. How does your patient get to and from his 
job? How long does it take him? These are real 
factors affecting his whole health outlook and par- 
ticularly his emotional pattern. I would urge you to 
consider these influences and not to let yourself fall 
into the habit of “blaming everything on the job”. 

Medical science has gone forward by great leaps 
and bounds and one outstanding accomplishment 
has been to increase life expectancy since 1900 from 
47 years to 67 years. This has brought us into the 
Age of Geriatrics. The problem of the older worker 
in industry is quite different from that of the younger 
worker. Your thoughtful approach to the problem 
of the older worker will help us in industry to bet- 
ter handle these people on the job. 

Finally, I should like to say to you that industry 
must particularly interest itself in the field of pre- 
ventive medicine if it is to be effective. To this end 
voluntary programs of vaccination on a mass basis 
are utilized when there are clear cut indications for 
them. Mass chest x-ray surveys in the industrial 
groups act as case finding instruments of accepted 
value. Organized health classes and health educa- 
tional pamphlets, charts, and films teach the funda- 
mentals of good health. Publications in the plant 


VIRGINIA MEDICAL MONTHLY 


magazine, especially those adapted to seasonal con- 
ditions, have proved themselves highly acceptable 
and worthwhile. Health counselling by industrial 
physicians and nurses has proved popular and pro- 
ductive. Accident and safety programs are the joint 
responsibility of lay management and medical 
groups. The teaching of personal hygiene is best 
accomplished by the industrial nurse both in the 
clinic and in the home. A study of home and en- 
vironmental conditions by the visiting nurse who 
represents management, but is at the same time a 
fellow worker, gives her unusual opportunities for 
teaching good health and for calling into action 
whatever community resources are available and 
needed. I do not believe these approaches to the 
field of prevention can do other than make for a 
better, healthier and stronger community, the place 
in which you and I work and live and play. To that 
end the private practitioner and the industrial phy- 
sician have a joint responsibility for the health of 
the worker in our great industrial army. 
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New Books. 

The following are recent acquisitions of the Li- 
brary of the Medical College of Virginia and are 
available to our readers under usual library rules: 
Barnes—Gynecological histology. 

Behrens—Atomic medicine. 


Cameron—The psychology of behavior disorders. 
Burrow—The neurosis of man. 


Duke-Elder—The practice of refraction. 

Leitner, S. J—Bone marrow biopsy. 

Overstreet—The mature mind. 

Papers and discussions presented at the First International 
Poliomyelitis Conference. 

Romer—Vertebrate body. 

Snapper—Medical clinics on bone diseases. 2d ed. 

Williams, ed—Appraisal of human dietaries by animal 
experiment. 
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ROUTINE EPISIOTOMY AND IMMEDIATE PERINEORRHAPHY 


M. Pierce Rucker, M.D., 


Richmond, Virginia. 


From the earliest recorded history the perineum 
has been the concern of midwives and medical men 
alike. Hippocrates wrote that the perineum should 
be softened by emollient douches. Throughout the 
centuries various methods of guarding the perineum 
have been advocated. This indeed was an impor- 
tant subject, for, if extensive laceration occurred, 
all that could be done was to tie the woman’s knees 
together and hope for the best. How much un- 
happiness and suffering parturitional injury to this 
structure has caused, is difficult or impossible to 
estimate. Good elastic perinea capable of extreme 
stretching may have been commoner in ancient 
times. Cleopatra must have had such an one for she 
retained her sex appeal after parturition and used 
it to good advantage on both Caesar and Anthony. 
The old girl was a gynecologist of note in her own 
right and was the author of a work that contained 
all that was known about woman in her time. 


Until the 19th Century no attention was paid to 


first and second degree lacerations. Isolated at- 
tempts to cure third degree lacerations were made. 
The Arabian, Avenzoar (d.1162) taught that if 
the case were seen early, the thighs ought to be 
held together firmly so that the wound might heal, 
but if the case be seen late the edges of the wound 
were to be denuded and sewn together with silk 
_ thread. Trotula (d.1097) taught that if the lacera- 
tion extended from the vulva into the rectum, it 
should be repaired with three or four sutures of 
silk thread and the area covered with linen cloth 
soaked in liquid tar. The tar was to make the 
uterus retreat to the upper part of the pelvis so as 
to get away from the bad odor. There are scattered 
attempts at perineal repair reported throughout the 
Middle Ages. In “De Secretis Mulierum” of Al- 
bertus Magnus (1193-1280) there is an account of 
one. Cosme Viardel (d.1694) successfully repaired 
a lacerated perineum three days after delivery. He 
used a continuous stitch. Paré (1510-1590) re- 
ported several successful operations. But it was 
not until Jean Palfyn (1649-1730) that obstetri- 
cians began to pay much attention to perineal lacera- 
tions. However, acceptance of his teaching was 
slow. William Smellie, (1697-1763) in comment- 


ing on a case with incontinence of feces, has this 
to say: “One of my pupils told me he had suc- 
ceeded in a case, where only the Perineum was tore, 
by making immediately the twisted suture, as in 
hare-lip; however, as rents of the Perineum only 
are of little consequence, I never tried that method, 
imagining it dangerous to expose the woman so 
soon after delivery; and when the Vagina and the 
Rectum are tore into one, it is impossible to use 
the twisted suture. This last case is of more con- 
sequence, on account of the involuntary discharge 
of the Faces though in time the parts by degrees 
recover in some measure their retentive faculty.” 
The first to consistantly repair lacerated perinea 
was our fellow Virginian, John Peter Mettauer. In 
1833 he did a successful late perineorrhaphy, using 
lead sutures, and in 1847 he reported six other 
cases. These were all 3rd degree lacerations. Sir 
James Y. Simpson, writing in the last half of the 
19th Century, has this to say: “Operations for the 
relief of such cases were carried out by Guillemeau, 
and more recently by Roux, Noel and others. In 
America, Mettauer operated successfully, using lead 
wire for his sutures; and a mass of cases are scat- 
tered about in our surgical and gynecological rec- 
ords which sufficiently attest the value of this op- 
eration.” Simpson reported a successful immedi- 
ate repair of a third degree laceration, in which he 
used iron wire sutures. Encouraged by this result 
he repeated the operation but this patient died of 
peritonitis. For that reason he advocated post- 
ponement of such operations until all signs of in- 
flammation had subsided. 

Thus we see that, while guarding the perineum 
is an ancient technic, repairing a lacerated perineum 
is a modern procedure. John Harvie, who in 1767 
wrote a book on preserving the perineum, described 
its care as follows: “So soon as the vertex of the 
child’s head begins to push into the os externum, 
it must only be allowed to advance in a slow and 
gradual manner by the action of the labor pains. 

“To do this properly the accoucher having di- 
rected his patient to lie down upon the bed in the 
usual position (i.e. the lateral) every pain must 
be attended to; and as soon as the pain has acted 
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long enough to render the frenum of the perineum 
tight, the further action of that pain must be totally 
prevented by the palm of the left hand applied 
against the perineum with a proper force. 

“By observing this method in every following 
pain, a safe dilatation will be graduaily produced. 
During the interval of pain, fresh hog’s lard, the 
best ointment for that purpose, is to be insinuated 
upon the inside of the perineum and into all the 
os externum,” 

Except for the position of the patient, such was 
the practice that the midwives followed even in our 
own day until the health authorities stopped or 
forbade their making internal examinations. The 
results were variable. Some patients actually pre- 
served a normal thick perineum but most patients 
had various degrees of relaxation with a wide gap- 
ing introitus. 

In 1871 Goodell summarizes the countless meth- 
ods of protecting the perineum as follows: ‘There 
are those who make pressure upon the perineum 
to retard the head; those who make pressure to ac- 
celerate its advance; those who deny that any such 
effects can be thus produced, those who conscien- 
tiously use support because something must be done. 

“Again, there are these who direct all the pres- 
sure at the fourchette; others who reprehend this, 
and as carefully guard the posterior perineum; and 
yet others who will not touch the perineum on any 
account. Further there are those who push the 
perineum backwards, and those who, for equally 
plausible reasons, push it forward. Some dilate 
the sphincter vagina; some the sphincter ani, and 
some who plug it up. Some place their hands trans- 
versely across the perineum; some longitudinally 
with the fingers looking upward; some longitudinal- 
ly with the fingers looking downward; some who 
attack it with their knuckles. Some scoop out the 
head with the vectis; others drag it out by the ears, 
and yet others who rely on the forceps.” 

Bland, Naegle, Faust, Wigand, Schmidt, Ritgen, 
Killian, Grand-Champ, Danyau, Sacombe, Deleurye 
and Hunter McGuire believed that support is un- 
necessary. West, Swayne, Grailey, Hewitt, Taylor, 
Thompson and Leishman thought it positively in- 
jurious. 

Simpson was apparently the first to note that 
lacerations occurred almost invariably in primi- 
parous labors, and he advocated making a small 
nick on either side of the vulval ring in order to 
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save the perineum. Von Ritgen recommended not 
two but as many as seven on either side. Before 
Simpson, Paré recognized that when the perineum 
was repaired the resulting scar would be so rigid 
that if subsequent pregnancy occurred the perineum 
would have to be incised, for, otherwise, the pa- 
tient would never be delivered. Sir Fielding Ould 
recommended episiotomy when the perineum was 
rigid. According to Broomall, Carl Braun was the 
first to use the term episiotomy and the first to sug- 
gest the closure of such wounds was Montrose A. 
Pallen. 

The term episiotomy rightly means incising or 
cutting the vulva or labium. According to Howard 
Taylor, Jr., a midline incision should be called 
a perineotomy. Just as lacerations of the perineum 
went for years before anyone thought of repairing 
them, so episiotomies and perineotomies were at 
first left to the healing force of nature. Montrose 
A. Pallen, as mentioned above, in 1876 was the first 
to suture these wounds. 

At first episiotomies were done solely in the in- 
terest of the mother, i.e., to save her perineum. 
Anspauch and Pomeroy in the beginning of the 
20th Century advocated the operation for all primi- 
parous births and called attention to the advantage 
to the child. Howard Taylor, Jr., in 1937 added an 
additional indication, i.e., prematurity, so as to 
take the strain off the immature skull. Rucker and 
Greenhill advocate its use in all deliveries (unless 
that body has been destroyed at a previous labor). 
Such a plan shortens the second stage, relieves pres- 
sure on the fetus, minimizes anesthesia, and ensures 
a normal vagina postpartum. There are few com- 
plications. Even when union is not perfect the 
supporting structures remain in good function. Oc- 
casional cases of fistulo in ano have been reported, 
but these were due to a faulty technic in the perineor- 
rhapy. I have had one recto-vaginal fistula. This 
healed spontaneously and the patient has under- 
gone a subsequent delivery without complications. 

Episiorrhaphy is no different in principle from 
perineorrhaphy after a perineal laceration except 
the tissues are more easily identified and a better 
anatomical closure is therefore possible. The swell- 
ing of the tissues after delivery and the consequent 
constriction of the sutures has long been a problem 
in perineorrhaphy. If sutures are tied so as to ap- 
proximate the torn or divided tissues, in 24 hours 
they will cut into the tissues, causing pain and in- 
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terfere with the local blood supply. If they are 
tied more loosely they may not cause accurate ap- 
position. I had devised an awkward way of over- 
coming this difficulty by brass tubes that could be 
screwed together and thereby be made shorter. The 
two ends of the interrupted suture were threaded 
through the brass tube in its extended position and 
tied. As the swelling and edema occurred the tubes 
were screwed together thus making them shorter and 
relieving the tension. Mettauer had accomplished 
the same thing when he untwisted his lead w:res. 

But there was a simpler way which I had over- 
looked because it was so simple. In 1928 Royston 
read a paper on the repair of complete perineal 
laceration in which he showed the harmful effects 
of knots. In the discussion, Haddon, of Palo Alto, 
described a method of using longitudinal sutures of 
silkworm gut with no knots. He had no illustra- 
tions and gave no references. I now find that this 
method has been used since 1903 by Somers of San 
Francisco for late repair of perineum. This, how- 
ever, was unknown to me until a recent article by 
Robert B. Dunn in Western Journal of Surgery, 
Obstetrics & Gynecology, called attention to Somer’s 
original work. 

When I came home from the meeting in which I 
heard Royston’s paper, I put Haddon’s or Somer’s 
technic, as I understood it, to test. Three or four 
strands of silk worm gut were all that were neces- 
sary to bring the divided tissues into accurate ap- 
position. The ends within the vagina were threaded 
on a perforated shot and cut flush with the shot 
some 14 to 1 inch from the surface of the mucosa. 
The same treatment was accorded to the external 
ends of the silkworm gut. I was surprised to find 
that the next day the shots were drawn snugly 
against the vaginal mucosa and the skin. The 
only difficulty I had with this technic was with 
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patients who left the hospital before it was time to 
remove the sutures. Sometimes they would cut the 
shot off themselves and in some instances their 
doctors would cut off the shot within the vagina. 
This made removing the sutures impossible. Some- 
times they would work out and s:metimes I would 
remove the silkworm at a subsequent episiotomy. 


For this reason I switched over to catgut. At first 
I used No. 2 chromic, but with time I have used 
smaller and smaller sizes, as recommended by Pratt, 
until now I make use of 000. There have been no 
major complications. In a few cases the lower part 
of the wound for about one centimeter would break 
down. It did no particular harm, but it always 
caused questions from the patient. At first I thought 
it was due to the wound becoming infected, but it 
occurred to me after a while that it was due to the 
last suture being cut too short. As the swelling oc- 
curred in some cases the suture would pull loose to 
that extent. I now thread it on a large needle and 
bring this suture out some 10 c.m. from the wound. 
Since most of my episiotomies are done under 
pudendal block the only place I can find so much 
anesthetized space is on the left side of the vulva. 
Since adopting this technic several years ago, I 
have had no breakdowns of the lower end of the 
wound. Very occasionally the whole wound breaks 
down either because the catgut is absorbed or on 
account of infection. In such cases I do an inter- 
mediate repair with silk worm gut. 


In summary, the routine employment of episiot- 
omy shortens the second stage, thereby helping in 
pain relief. It preserves the perineum and in that 
way adds to the comfort and happiness of the pa- 
tient in after years. It takes the stress off the baby’s 
head. It is a definite aid in breech deliveries and 
in the delivery of premature babies. 
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Case Report 


A 34-year old Negro woman asked advice 
concerning a growing lump in the left breast. 
It had been growing slowly for the past two 
years. When her last child was born six 
months before, she had pointed it out to her 
physician. He told her that it was of no con- 
sequence, to forget it. But since then, a lump 
had developed in the axilla, she had lost a lit- 
tle weight, and occasionally she had a sharp 
pain in the mass, with radiation to the ax- 
illa. 


On examination, the mass was in the upper 
outer quadrant of the left breast 2 cm. from 
the nipple, still measured only 2 x 1 cm., was 
not attached to the skin, but was almost 
stony hard. Two small, firm nodes were pal- 
pable in the axilla. There was nothing else- 
where suggestive of metastasis. 


Frozen section of a biopsy of the breast 
mass taken in the operating room was re- 
ported as carcinoma. Radical mastectomy 
was performed at once. On pathological ex- 


amination, the axillary nodes were found to 
contain carcinoma also. 


Comment: The survival rate for cancer of the 
breast without metastasis is about 75 per 
cent, with regional metastasis it drops to 
about 25 per cent, with distant metastasis, 
almost to 0. 


In spite of complaints, mostly from phy- 
sicians, that too much education material on 
cancer is being distributed, it is still true 
that there are many laymen and physicians 
who fail to get excited over discovery of a 
lump in the breast. Such a find is a medical 
emergency, demanding immediate attention 
by a surgeon capable of performing a radi- 
cal mastectomy should cancer be found at 
biopsy. 


Yet here is an instance in which a woman 
watched a cancer of the breast grow for two 
years, during which time regional metastases 
appeared. Six months of that delay was the 
fault of her physician! 
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WHAT HAPPENED IN POLIOMYELITIS IN VIRGINIA IN 1948* 


ALBERT S. McCown, M.D., 


Director, Bureau of Communicable Disease Control, 
Virginia State Health Department, 


Richmond, Virginia. 


Lacking definitive knowledge of the epidemiol- 


ogy of poliomyelitis, its prevention and method of 


spread, it might appear to some of only academic 
interest to review what happened in Virginia in 
1948. However, it may be that through the piling 
of observation upon observation some additional 
light may be cast upon the behavior of this still 
mysterious disease. To this end, we have attempted 
to compare what happened in Virginia in 1948 with 
what happened in Virginia in 1944, the last year 
of high incidence. For the purpose of this compari- 
son we are fortunate in having the excellent study 
entitled “Observations on the 1944 Epidemic of 
Poliomyelitis in Virginia”, presented by Dr. L. J. 
Roper as Chairman cf the Section on Public Health 
of the Southern Medical Association at Cincinnati, 
in November, 1945. 


*Read before the Conference of (Virginia) State Health 
Workers in Roanoke, April 27-29, 1949. 


INCIDENCE 

An interesting, and we believe significant, fact 
about the high incidence of poliomyelitis in Vir- 
ginia in both 1944 and 1948 is that the occurrence 
of high incidence years has followed a fairly regu- 
lar pattern for 38 years. 

Upon reference to Graph 1 it is evident that 
from 1910, a peak year, to 1916, another peak 
year, the yearly fluctuation in the number of re- 
ported cases of poliomyelitis was not marked. From 
1916 on, however, there has been a significant in- 
crease in incidence every fifth or sixth year, and 
since 1940 every fourth year. The high incidence 
years were 1910, 1916, 1923, 1929, 1935, 1940, 
1944, and last year, 1948. 

It also appears on analysis of the years interven- 
ing that there has been an apparent hold-over in- 
crease the year following the high incidence year. 
If, therefore, the incidence of poliomyelitis follows 
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the pattern of former years, we.may expect a higher 
than average incidence in 1949, as cccurred in other 
years -following high peak years, namely, 1917, 
1924, 1930, 1941 and 1945. 1936 was an excep- 
tion year. 

Contemplation of the Incidence Graph showing 
high incidence years recurring with a certain pat- 
tern of regularity, and the succeeding hold-over 
years, leads to the strong impression that epidemics 
of poliomyelitis, like measles, occur when a suffi- 
cient number of non-immune susceptibles accumu- 


lates. 


the succeeding weeks. No confirmation has been 
forthcoming for theories of higher incidence in wet 
or dry summers. Unanswered still is the question: 
What happens in summer in temporate zones to in- 
crease the dissemination of virus among susceptibles ? 

Distribution.—In comparing the poliomyelitis pic- 
ture in Virginia in 1944 with that of 1948, there is 
a striking contrast in distribution of cases as shown 
in Graph 3. 

The number of cases surveyed in 1944 was 826, 
in 1948—567. As will be seen from the Spot Map 
(Graph 3) the majority of cases in 1944 occurred in 
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Seasonal Incidence-—The seasonal incidence of 
poliomyelitis is one of the intriguing and unex- 
plained features of the disease. The pattern repeats 
itself with regularity. July and August are the 
peak months; then, with occasional flare-ups, there 
is a gradual decline to December. 

The regularity of this seasonal pattern is demon- 
strated in Graph 2 showing poliomyelitis in Vir- 
ginia in 1944 and 1948, and in North Carolina in 
1948. 

It is of interest that reports for two week-ends, 
August 7th and October 9th, show all three inci- 
dence curves making an abrupt drop to rise again 


Southwest Virginia with accumulation in the Roa- 
noke-Lynchburg District, while in 1948 the Eastern 
part of the State was hardest hit, with accumula- 
tion of cases in the Arlington-Alexandria-Rich- 
mond and the Norfolk-Newport News areas. 

This is quite apparent if we draw a perpendicu- 
lar just west of the Richmond area. This shift in 


. distribution would tend to confirm tie theory of 


higher incidence in areas not hard hit during the 
previous epidemic year and therefore having a larger 
number of susceptibles. 

Another interesting relationship or lack of rela- 
tionship is evident from inspection of the Spot Map. 
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In each year the early cases were reported in coun- 
ties on the North Carolina-Virginia border. Assum- 
ing that the wave spread up from North*Carolina, 
it is surprising how relatively few total cases there 
were both in 1944 and 1948 in most of the Virginia 


ee 


POLIOMYELITIS 
WAG/NIA 


counties touching the North Carolina border. 

Age Incidence.—That there has been a significant 
increasé in the occurrence of clinical poliomyelitis 
in older agé-groups is evident by “the unconscious 
way in which miany of the public and the medical 
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From inspection of this Graph it is seen that 
there has been a larger percentage of cases in the 


irginia is 


+ 
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posed 


profession in the past few decades have dropped demonstrated in Graph 4. 


the use of the term Infantile Paralysis. The trend 


of this shift of age group incidence in V 
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15-and-over age group in 1948 than in 1944. 

Race and Sex Incidence-——The predominance of 
males over. females reported in epidemic years, and 
of white over colored, is confirmed by the experience 
of Virginia in 1944 and 1948. 

This is shown in Graph 5. 

In 1944 the ratio of males to females was 52.5% 
to 47.5%. In 1948 this ratio was males 57.8% and 
females 42.2%. The ratio of white to colored was 
much more striking. In 1944 it was white 90.5% 
to colored 9.5% and in 1948 it was white 90.4% to 
colored 9.6%. In 1947 in Virginia the colored race 
comprised 22.7% of the population. The persist- 
ence of this relationship in epidemic after epidemic 
removes it from the realm of chance and brings up 
again the biochemical question: Why? 

Multiple Infections in Single Families,—In 1948 
there were five instances of two cases of poliomye- 
litis in a single family and one instance of three 
cases in a family. 


Mor TALItTy 

Of total cases (826) studied in 1944, 66 or 8.0% 
died. Of the total cases (567) reported in 1948, 32 
or 5.6% died. While not statistically significant, it is 
of interest that in 1944 the fatality rate for males was 
higher in every age group than it was for females, 
while in 1948 the same rate relationship occurred 
except in the 10-19 age group, where the fatality 
rate among females was higher than among males. 
Again we run across a persistently recurring feature 
of clinical poliomyelitis—not only a higher attack 
rate among males, but also a higher fatality rate. 
The fatality rate by age is shown in the following 
table: 


PoLIOMYELITIS FATALITY RATES BY AGE 


1944-1948 
Cases Deaths Fatality Rate 
Age Group 1944 1948 1944 1948 1944 1948 
0-4 254 172 ) 14 7 5.5 4.1 
5-14 380 33 8 8.7 3.1 
15+ 172. 19 17 11.0 12.3 
Total 806 566 66 32 8.0 5.6 


Age Unknown 20 1 

Outcome.—In 1944, of the 760 who survived, 560 
were seen one year later and their condition noted. 
The results were as follows: 


65% (362) had recovered completely 
14% (79) had slight paralysis 

13% (75) moderate (braces) not totally disabled 
8% (44) severe (bed, crutches, braces). 
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Outcome results for 1948 were obtained by a se- 
ries of questionnaires sent to local and city health 
officers. Since 1948 cases were not followed for as 
long a period as 1944 ones, results are not fairly 
comparable except as regards severe, or those 
having disabling paralysis. As compared to the 
8% listed as severe in 1944, there were 3.7% with 
disabling paralysis in 1948. In respect to mortality 
and disabling paralysis it would appear that the 
1948 epidemic was less severe than the 1944. 

Hospitalization —In 1944 every case of poliomye- 
litis was given the opportunity to be hospitalized at 
no expense to the patient unless the family wished 
to help. The State paid the hospital bills and the 
National Foundation for Infantile Paralysis paid 
the ambulance fees and the board and salaries of 
special nurses. Of the 826 cases studied, 680 or 
82% are known to have been hospitalized. In 1948, 
of the 567 cases reported, 502 or 88.5% had hospital 
care. We would like to pay tribute to the National 
Foundation for Infantile Paralysis which _per- 
formed a splendid service to Virginia in paying all 
hospital expenses, with families of patients making 
contributions as desired. 

The 502 poliomyelitis patients were cared for in 
the following hospitals: 


Medical College of Virginia Hospital, Richmond, Va. 
(White and colored). 

Maryview Hospital, Portsmouth, Va. (White). 

Henry Wise Hospital, Norfolk, Va. (White). 

Roanoke Hospital, Roanoke, Va. (White). 

Clinch Valley Hospital, Richlands, Va, (White—very 


few cases). 

Gallinger Hospital, Washington, D. C. (White—over 
12 years). 

Childrens’ Hospital, Washington, D. C. (White—under 
12 years). 


Woodrow Wilson Hospital, Fisherville, Va. 
Lee Memorial Hospital, Norfolk, Va. (25 beds). 


QUESTIONS 

And now, in conclusion, a few observations on 
current epidemiological thinking in regard to polf- 
omyelitis. 

In his article on Poliomyelitis in Rivers’ Viral 
and Rickettsial Infections of Man, Howard A. 
Howe, of the Poliomyelitis Research Center of 
Johns Hopkins University, describes poliomyelitis 
as “a common virus’disease which usually runs a 
mild course characterized by upper respiratory or 
gastro-intestinal symptoms, but occasionally the pic- 
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ture is complicated by signs indicating invasion of 
the Central Nervous System.” 

So widespread, in his opinion, is its occurrence 
that Howe estimates that during an epidemic there 
well may be 100 non-paralytic and abortive cases 
to one paralytic. 

This concept of the common occurrence of polio- 
myelitis is advanced by Hart Van Riper, Medical 
Director of the National Foundation for Infantile 
Paralysis, who states “it is now clear that the ma- 
jority of us become infected at some time during life 
with the virus of poliomyelitis. The clinical dis- 
ease and the infection are not the same thing. The 
disease is rather an exceptional result of the infec- 
tion.” 

The acceptance of the theory that the virus of 
poliomyelitis is so widespread that contact for all 
is sooner or later inevitable, puts it in the category 
of childhood diseases like mumps, measles and 
chickenpox, and makes most of our present attempts 
at control seem feeble and inadequate. 

Jacking an effective immunizing agent, one pos- 
sible key to control will be the acquisition of knowl- 
edge as to why the majority of persons in contact 
with the virus are unscathed while the minority suf- 
fer from clinical disease. In essence, this is a prob- 
lem of biochemistry yet to be solved. When this 
biochemical mystery is unravelled we may know the 
answers to some of these unsolved problems of the 
epidemiology of poliomyelitis: 

1. What happens in summer in temporate zones 
to increase dissemination of virus among suscep- 
tibles ? 

2. Why are epidemics, more evident in countries 
with high sanitary developments and facilities? 

3. Why do more males show evidence of disease 
than females? 

4. Is it a delusion that the strong and healthy 
show clinical disease oftener than the delicate and 
puny? 

5. Why'nine times as many whites as colored in 
Virginia in 1944 and 1948? 

6. What is the role played by chilling, over- 
exertion and. fatigue in making infection manifest 
as clinical disease? (In experiments with monkeys 
it has been demonstrated that excessive chilling and 
exercise increase susceptibility). 

7. What role is played by heat, light, and salt 
depletion ? 
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8. What factors make clinical disease result in 
paralysis? 

Virus Studies——In regard to routes of entry and 
exit of the virus it has been rather generally agreed 
that the route of entry has been through the oro- 
pharynx and that the virus leaves by the oropharynx 
and lower intestinal tract. In recent work at Stan- 
ford, Faber and his associates have expressed doubt 
that the gastro-intestinal tract is the usual site for 
the proliferation of poliomyelitis virus. When virus 
was enclosed in gelatin capsules and introduced by 
curved cannulae into the stomachs of 26 monkeys, 
none contracted poliomyelitis. Sabin and Wood had 
found that the same virus administered by simple 
feeding which involved simultaneous exposure of 
both pharyngeal and gastro-intestinal surfaces  in- 
duced infection in 40% of the monkeys. Faber’s 
results suggest that the gastro-intestinal as compared 
to the oropharyngeal surfaces is relatively impervious 
to virus. In each of the capsule fed animals virus 
appeared in stools during and after feeding periods 
but disappeared shortly. No conclusive evidence 
has been produced so far to incriminate animal or 
insect vectors as playing a primary role in the spread 
of poliomyelitis. 

From observation and experimental work it ap- 
pears that virus multiplies in the human body, but 
not outside, as far as we know. It can, however, 
survive outside the human body for long periods. 


SUMMARY 


1. The high incidence of poliomyelitis in Vir- 
ginia has occurred with a fairly regular pattern in 
interval years. 

2. The seasonal pattern is well established. 

3. In both 1944 and 1948 the established ex- 
perience of higher incidence of male over female and 
of white over colored has been maintained. 

4. In 1948 there was a slight increase in the at- 
tack rate in the 15-and-over age group. 

5. In 1948 there were multiple cases in six fami- 
lies, two cases in five families and three cases in 
one family. 

6. As evidenced by lower fatality rate and less 
severe residual effects, the 1948 experience was 
milder than that of 1944. 

7. The final control of poliomvelitis depends, in 
our opinion, upon the production of an effective 
immunizing agent. 
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Discussion 

Dr. E. M. Hotes, Jr., Richmond: Dr. McCown is to 
be complimented on his interesting summary of the oc- 
currence of the Virginia Poliomyelitis Outbreak in 1948 
and its pattern in previous years. He has given us much 
to think about both from the standpoint of local happen- 
ings, and about the disease in general. 

In discussing distribution by color, the statement was 
made, “the ratio of whites to colored was much more 
striking. In 1944 it was—whites 90.5 to colored 9.5, and in 
1948 it was white 90.4 to colored 9.6.” I would like to 
clarify this point as it may be misleading. It is true that 
90.5 per cent of the cases were white and 9.5 per cent 
colored in the 1948 outbreak. Of the 567 cases in the 
State, 511 were white, 54 colored and 2 unknown. Using 
the 1940 census figures the total white rate for the State 
was 25.35 per 100,000, while the colored rate was 8.16 per 
100,000, thus the crude ratio of colored and white based 
on specific attack rate is 1 to 3. The question arises—is 
color of as much importance epidemiologically, as socio- 
economic levels? It is generally admitted that poliomyelitis 
attacks all social levels, but unlike meningococcic menin- 
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gitis it does not especially attack the population of slum 
areas or crowded and densely populated areas. A further 
question arises—does crowding give greater immunity? 
Is color or race as important a factor as economic status? 

It would be interesting to see not only the geographic 
distribution of cases in the 1944 and 1948 outbreak on a 
spot-map, but to have specific attack rates for all areas 
of the State on a population basis. Richmond’s attack rate 
was only 13.44 per 100,000, roughly one-half of the overall 
What would be specific attack rates for the 
area, the Norfolk- 


State rate. 
Lynchburg-Roanoke-Christianburg 
Portsmouth-Newport News area and the Alexandria- 
Arlington area, if such were obtainable? While these 
areas are most heavily spotted on a map, they are also 
densely populated, thus the question arises—was the east- 
ern part of the State hardest hit, or does it only seem so? 
From the spot-map, graph 3, it is my impression that the 
1944 and the 1948 outbreaks were not confined to as 
limited a geographic area, or as clearly defined an area 
as was the 1935 epidemic, which involved chiefly the 
mid-section of the State. 


Another thought on the recurring high incidence of 
poliomyelitis is the incidence due to a simple increase in 
the numbers of non-immune persons in the populations 
as in measles, or is the increase of type II or Brunhilide 
Strain over the commoner type I or Lansing Strain an ad- 
ditional factor to be considered? 


Dodecatheon Meadia 
RicHarp MeEap, 1673-1754 


EAD was the most celebrated London physician in Queen Anne’s time. He in- 
herited from Radcliffe the celebrated gold headed cane as well as Radcliffe’s 
practice. Dr, Johnson said of him that he “lived more in the broad sunshine of life 


than almost any man.” 


Dodecatheons are beautiful North American wild flowers of about thirty species. 
They are perennial, essentially stemless herbs. D. meadia, named for Dr. Mead, is 


native from Pennsylvania to Texas. Its common name is shooting star or prairie pointer. 
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Electroencephalography has come of age. Al- 
though it is not yet completely mature and stabilized 
it is no longer merely the experimental procedure 
that was previously available only in a few large 
research centers. It is today a necessary component 
of the laboratory armamentarium of any progres- 
sive and modern general hospital or clinic. In this 
brief report I shall not attempt to review or discuss 
the electrophysiological basis of electroencephalog- 
raphy or the fundamental considerations of the basic 
technique or equipment. These aspects have been 
presented in many papers in the literature’?. My 
purpose in this report is to present some of the new 
advances in the use of electroencephalography and 
what appears to me to be its present status especially 
as related to its practical use in the general practice 
of medicine. 

Up until very recently the shortage of adequate 
equipment and well trained electroencephalographers 
and technicians prevented any but the largest medical 
centers from having adequate facilities for electro- 
encephalography. At present, however, there are five 
or six companies in the United States manufacturing 
EEG equipment. Of these, at least three companies 
(Grass, Medcraft and Offner) are producing equip- 
ment which conforms with the specifications of the 
American Electroencephalographic Society and have 
proven adequate in both research and clinical labora- 
tories. Although there is still a shortage of well 
trained electroencephalographers, the number of tech- 
nicians has increased considerably in the past few 
years. 

The interest in electroencephalography is world 
wide. At the International Electroencephalographic 
Congress which was held in Paris September 1-5, 
1949, and in which I had the privilege and pleasure 
of participating, there were representatives from all 
over the world. The centers of greatest activity seems 
to be England, France and the United States. Dur- 
ing the past year, an international journal,““The EEG 


THE PRESENT STATUS OF ELECTROENCEPHALOGRAPHY AND ITS 
IMPORTANCE IN THE GENERAL PRACTICE OF MEDICINE}t 


I. S. Zrass, M.D.,* 


Richmond, Virginia. 


*From the Electroencephalographic and Neurodiagnostic 
Laboratories, 2502 Monument Avenue, Richmond, Vir- 
ginia. 

+Read before the annual meeting of the Medical Society 
of Virginia at Fort Monroe, October 9-12, 1949. 


Journal’, has been launched. It is devoted exclu- 
sively to electroencephalography and clinical neu- 
rophysiology. 

The need for and the interest in electroencephalog- 
raphy is attested to by its rapid growth in a com- 
paratively short period of time. Although there 
was experimentation earlier’, for practical purposes, 
the use of the human electroencephalography began 
with Hans Berger, a German psychiatrist in 1929*. 
It was not, however, until later with the work of 
Adrian, Matthews® and Walter®?, in England; 
Gibbs, Davis, Lennox’, Williams’, and Lindsley", 
in the United States, and Jasper™” in Canada that 
the great interest and research in electroencephalog- 
raphy was established. Phenomenal progress has 
been made in the past ten years. 

Although much of the early clinical work was done 
in the localization of cerebral lesions®** and the di- 
agnosis of epilepsy’, there was hope among many 
organically minded psychiatrists that this new pro- 
cedure might be of help in psychiatric diagnosis. 
There was thus a plethora of communications of the 
EEG findings in functional mental illnesses. Be- 
cause of the inadequacies of technique and equip- 
ment, much of the abnormalities reported were 
either misinterpretations or technical artifacts. Be- 
cause of this initial discouragement, the pendulum 
of interest swung away from study of psychiatric ill- 
nesses to the study of organic superficially located 
cerebral lesions. Indeed, for many years, most work- 
ers emphasized the value of electroencephalography 
only in epilepsies and in lesions of the cerebral cor- 
tex. Today, with the use of basal and tympanic 
leads, subcortical electrodes and newer methods of 
activation, more and more workers are returning to 
the study by EEG of functional and psychiatric con- 
ditions", 


The discussion of newer techniques can be con- 
veniently divided into those techniques by which 
more of the brain has been made accessible to re- 
cording and those methods which help to accentuate 
or reveal latent electroencephalographic abnormali- 
ties. For the first group, it is quite obvious that the 
more electrodes that are used and the more simulta- 
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neous recordings are made, the greater will be the 
possibility for the detection and localization of ab- 
normalities. In most laboratories today, from 16 to 
24 scalp, ear and basal electrodes are placed and 
the activity is recorded with 6 to 8 ink writing oscil- 
lographs. It seems safe to predict that in a very 
short time, 12 channel equipment will be routine. 
One of the most significant advances in making ac- 
cessible more of the brain is the use of easily placed 
nasopharyngeal and tympanic electrodes. A simple 
technique was described by MacLean, Arellano and 
Schwab'*, The pharyngeal and tympanic electrodes 
together with those on the ear lobes provide a series 
of six electrodes across the base of the brain. The 
pharyngeal electrodes when properly placed lie about 
2 cm. from the uncinate part of the hippocampal 


Fig. 1. Lateral skull X-ray, showing naso-pharyngeal 


technique). 


gyrus (figure 1 and figure 2). The tympanic elec- 
trodes lie 0.5 to 0.75 cm. from the inferior surface 
of the temporal lobe in the region embracing the in- 
ferior temporal and fusiform gyri. These electrodes 
thus make it possible to detect and localize abnormal 
electrical activity arising in these regions and are 
hence helpful in localizing tumors and other pa- 
thology at the base of the brain. 
Electrocorticography or the recording by means of 
electrodes placed on the exposed cortex has been used 
for several years in a few neurosurgical research 
centers. This procedure is now finding greater ac- 
ceptance in more neurosurgical operating rooms as 
an aid in the localization and removal of epilepto- 
genic foci. With the use of the human stereotaxic 
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and 
tympanic electrodes in place (MacLean. Arellano and Schwab 


apparatus for the placement of special subcortical 
electrodes!® and the placement of electrodes into 
more deeply located structures such as the thala- 
mus!*!7, both by open and closed methods, the en- 
tire brain has been made accessible to recording. 


This has proven of great help not only experimental- 


ly, but for practical diagnostic purposes. The use 
of electroretinography™!® by several workers prom- 
ises to increase the understanding of cerebral func- 
tions and perhaps will have diagnostic value. 
Activation methods are procedures that are used 


for accentuating and eliciting latent abnormalities 


that do not appear in the routine resting and awake 
recording. The most frequently used of these meth- 
ods are sleep!®4 (natural or induced), rhythmic or 


intermittent photic and chemical 


Fig. 2. AP skull X-ray, showing nasopharyngeal and tympanic 
electrodes in place. (MacLean, Arellano and Schwab technique). 
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activation by the use of such drugs as intravenous 
metrazol”? or strychnine*. Sleep recordings have 
become a routine procedure in many laboratories, 
and have not only been helpful in increasing the di- 
agnostic aid of the EEG in the epilepsies!4, but 
have also proven important in the localization of 
cerebral tumors and other organic lesions of the 
brain*4, 

Intermittent photic stimulation or the use of a 
flickering light at various frequencies is being used 
widely in France” and England”! and to an increas- 
ingly larger extent in this country as a form of physi- 
cal activation of the electroencephalogram. Wal- 
ter?! recently reported the findings of specific clinical 
and electrical abnormalities in 65% of a group of 
suspected epileptic patients whose resting and over- 
breathing records were either normal or non-specific. 
Some very fascinating possibilities have been re- 
ported in the use of this technique in cases that have 
a purely psychiatric and non-epileptic history. 

Although the activation of the EEG by means of 
metrazol and strychnine for the localization of foci 
in focal epilepsy has been used for some time, this 
method is now being used as an aid for the localiza- 
tion of other organic lesions of the brain. 

To the average physician, a practical considera- 
tion is the relative value of the electroencephalogram 
as an aid in the diagnosis and treatment of a spe- 
cific patient. He would like to know in which con- 
ditions the EEG is most helpful, and in which con- 
ditions the EEG abnormalities correlate best with 
specific clinical abnormalities and pathological find- 
ings in the brain. It is perhaps important to em- 
phasize here that although the EEG findings may 
be specific from the standpoint of localization, never- 
theless, when taken alone, are non-specific from the 
standpoint of pathological ‘correlation. This lack of 
specificity, however, is not unique for the EEG, but 
is true for many laboratory procedures. It is cer- 
tainly true for many x-ray and EKG findings. On 
the other hand, when the- EEG findings are properly 
considered with the total clinical picture, history, 
physical and ‘neurological findings, etc., their spe- 
cificity increases so that the correlation with patho- 
logical findings may be quite high. There have been 
many attempts among workers to correlate specific 
patterns of cortical electrical activity with certain 
clinical syndromes of epilepsy: These attempts have 
proven in vain with the exception of the 3 per sec- 


ond spike and wave complexes. These complexes 
when occurring symmetrically in the two hemispheres 
are generally accepted as an invariable accompani- 
ment of a syndrome clinically known as “petit mal”. 
There are many workers, however, who even doubt 
this specificity. 

To the physician requesting an EEG examination, 
it is important to reemphasize that the relative value 
of the EEG examination is directly proportional to 
the thoroughness of the technique, the number and 
type of electrodes used, the number of channels used 
simultaneously, the length of the recording and the 
skill and experience of the electroencephalographer 
in the interpretation of the record. One or two nega- 
tive examinations taken with only eight electrodes 
with a recording of twenty minutes or less is no 
longer considered even presumptive evidence of the 
absence of EEG abnormalities. This is especially 
true if the clinical pictures point to possible cerebral 
abnormalities. 

TABLE 1 
THE ConpiTIONS IN WuIcH EEG Stupigs HAVE PROVEN 


Most VALUABLE 
(List in decreasing order of importance) 


EEG Usep For: 


1. THE EPILEPSIES a. Diagnosis 
b. Management 
2. HEAD INJURIES a. Localization of Injury 
b. Evaluation of extent of 
damage 
3. EXPANDING INTRACRANIAL . Localization 


LESIONS . Diagnosis ? 


. Localization—Early 
. Diagnosis ? 


4. CEREBRO-VASCULAR 
LESIONS 


5. OTHER CEREBRAL Lesions a. Localization ? 
(DiFFusE, INFECTIOUS, b. Diagnosis ? 
Toxic, DEGENERATIVE) 

6. ORGANIC PsyCHIATRIC a. Localization ? 
CONDITIONS 


CONDITIONS IN WHICH THE EEG Is OF QUESTIONABLE 
VALUE AT PRESENT 


. BEHAVIOUR DISORDERS 

METABOLIC DISORDERS 

. PsyCHOSOMATIC CONDITIONS 

. THE NEUROSES AND FUNCTIONAL PSYCHOSES 


nN 


In Table 1 are listed in their relative order of im- 
portance, the conditions in which the EEG studies 
have proven the most valuable. The table is ob- 
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viously incomplete, and is open to much justifiable 
criticism depending upon one’s own experience. It is 
also true that as research progresses and more infor- 
mation is available many of the conditions listed 
at the bottom of the table may prove to have more im- 
pertant EEG correlations. The recent increased inter- 
est in EEG recordings from the temporal lobes and 
from the thalamic and hypothalamic structures will 
certainly increase the usefulness of electroencepha- 


lography in psychiatric conditions. 

Table 1 indicates that the most important use 
of electroencephalography is in the diagnosis and 
management of the epilepsies, both symptomatic 
and idiopathic (cryptogenic of genetic). Most of 


TABLE 2 
CLASSIFICATION OF THE EPILEPSIES (JASPER) 
(In order of special reference to neurosurgery ) 
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important to reiterate that in spite of the very high 
percentage of EEG abnormalities in epileptic pa- 
tients, the diagnosis of epilepsy should not be made 
on the EEG alone, but must be adequately cor- 
roborated by clinical seizures or their equivalents. 
On the other hand, to diagnose and treat epileptic 
patients today without EEG studies represents real 
negligence in the management of the patients. A pre- 
liminary pilot study recently of physicians treating 
epileptics reveals that the majority of these patients 
are being treated in Virginia by the general prac- 
titioners, and that only a very small percentage of 
these patients have had EEG studies. This is as true 
in the larger cities as it is in the more remote rural 


1. FocaALt CorTICcAL 
a) SUPERFICIAL CORTICAL CONVEXITY 


b) Burtep CortTicaL Foci 


2. DirFusE CorTICAL, MULTIPLE 


3. SuB-CorTICAL 


4. Ip1lopaTHic EpiLepsy (ALSO PRINCIPALLY FOCAL 
SuB-CorTICAL). 
a) Petit MAL 


b) Granp MAL 


c) Myoctonic 


Random spikes, localized unilateral. 
from other head regions, 


prominent spike components. 
“multiple spike” activity in paroxysms. 


EEG FInpIncs 
Relatively normal activity 


Random sharp waves, 2-6 per sec. 

Paroxysmal rhythms more diffuse unilateral or bilateral from 
homologous areas of the two hemispheres. 

Background rhythms relatively normal from other areas. 
Random slow and sharp waves, occasional rhythmic sequences. 
Considerable independence of two hemispheres. 

Little or no normal activity in background. 

Various forms of projected disturbance, usually rhythmic sharp 
and slow waves, usually bilaterally synchronous from homo- 


logous areas. 
Background activity often disturbed periodically. 


Bilaterally synchronous spike and wave at 3 per second. 
Relatively normal activity between attacks. 


Often same as for petit mal between attacks but with more 


May also show diffuse “fast” or 


Bilaterally synchronous multiple spike and slow wave discharges 
maximum over frontal lobes occurring in short paroxysms not 
regularly repeated in rhythmic sequence. 


the recent studies reveal that the electroencephalo- 
gram will show some form of abnormality in 
90-95% of epileptic patients if a sufficiently thor- 
about 15% 


ough examination is carried out. In 
of the cases, the abnormality may not be suffi- 
ciently clear even with hyperventilation to permit 
a definite diagnosis, but by the use of activation 


an attack, the abnormalities will be evident. It is 


XUM 


methods or by recording shortly following or during 


districts. Although the EEG facilities in Virginia 
are still inadequate, there are, nevertheless, enough 
laboratories to make it possible for all patients in or 
near the larger cities to have such studies done. It 
is to be hoped that very soon even the general hos- 
pitals in the smaller cities will have adequate fa- 
cilities. 

The most-recent classification of the epilepsies in 
order of special reference to neurosurgery with asso- 
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ciated EEG findings is given by Jasper” and is 
shown in Table 2. It is interesting to note the ab- 
sence of the so called psychomotor epilepsy from the 
idiopathic group and the suggestion that the idi- 
opathic epilepsies are principally focal sub-cortical. 
Recent experimental evidence suggests a diencephalic 
focal origin for the idiopathic epilepsies*’. The ne- 
cessity for differentiating by adequate EEG studies 
the symptomatic from the idiopathic epilepsies has 
been brought out recently by my personal experience 
with several patients who were referred for neuro- 
logical evaluation because of the persistence of their 
seizures in spite of anticonvulsant medication. All 
of these patients were diagnosed as idiopathic epi- 
leptics on the basis of “routine” electroencephalo- 
grams taken in other cities. In our laboratory multi- 
ple electrode placement with a metrazol activation 
technique revealed a definite focus in two of three 
patients who were subsequently operated upon by 
neurosurgeons. In one patient the removal of an 
epileptogenic cicatrix and in the other the removal 
of an atrophic gyrus resulted in relief from convul- 
sive phenomena. 

Serial electroencephalography should be a routine 
procedure in all head injury cases regardless of the 
severity of the injury. These studies can have im- 
portant medico-legal value and often may be used 
prognostically. In general it may be stated that 
when EEG abnormalities persist longer than 10 days, 
it is likely that the cerebral injury has been more 
that a simple concussion. When a focus of delta 
waves with spontaneous rapid activity becomes or- 
ganized two to three months following a local corti- 
cal contusion or lacerating wound, the development 
of post-traumatic seizures becomes probable. Most 
workers*?-7829,2 feel that the severity of the head in- 
juries and the amount of generalized abnormality 
in the EEG run parallel. EEG findings, however, 
are not a reliable guide to the diagnosis of subdural 
hematoma. In less than 50 per cent of the cases it 
is possible to demonstrate an area of relative electri- 
cal silence between two closely spaced electrodes 
placed over the center of the hematoma’’. 


The percentage of cases of expanding intracranial 
lesions (tumors and abscesses) in which correct lo- 
calization can be made by the EEG ranges from 70 
to 85 per cent in various reported series of cases*)®, 
It is interesting to note that tumors themselves are 
electroencephalographic inactive, but reveals their 
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presence by their effects on the surrounding or dis- 
tant areas of the brain. Although at present elec- 
troencephalography cannot be substituted for air 
studies, such studies should certainly be used as a 
preliminary and adjunctive examination. Electro- 
cortiography has proven helpful in localizing small 
tumors for surgical removal. With more of the brain 
becoming accessible to recording electrodes by the 
newer techniques, it might be that in the near future 
EEG studies will replace air studies. 

In the literature to date there have been very few 
studies**-4 jn large series of cases evaluating the re- 
liability of the EEG in cerebro-vascular lesions. The 
value of the EEG is increased by recording as soon 
as possible after the onset of the illness and by se- 
rial examinations. A recent study by Zfass and 
Hoefer** of the EEG findings in a large series of 
cases of cerebro-vascular lesions seen at the N.Y. 
Neurological Institute from 1940 to 1948 indicates 
that focal findings begin to disappear after three 
weeks in most cases and persist longest in cases of 
cerebral embolism. It is possible with early and 
serial recordings to offer some aid in the differential 
diagnosis between cerebral thrombosis, cerebral hem- 
orrhage and cerebral embolism. Similarly the dif- 
ferentiation between neoplastic and vascular lesions 
can be made by the regressive changes in the latter. 


SUMMARY 


1. A brief report of the present status of elec- 
troencephalography has been presented. 

2. It has been pointed out that electroencephalog- 
raphy is no longer merely an experimental procedure, 
and that the electroencephalographic laboratory is a 
useful and necessary component of any modern gen- 
eral hospital. 

3. Some of the newer techniques of recording and 
activation have been discussed. 

4. An attempt has been made to present the in- 
dications for electroencephalography in their order 
of importance. 

5. Jasper’s new EEG classification of the epilep- 
sies in order of special reference to neurosurgery is 
presented. 

6. Emphasis has beén placed on the necessity and 
importance of more adequate EEG studies in the dif- 
ferential diagnosis and management of the epi- 
lepsies. Since the majority of patients with epilepsy 
are treated by the general practitioner, it is necessary 
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that the general practitioner be adequately informed 
of the role of electroencephalography. 

7. It is only by the continuous cooperation be- 
tween the general practitioner, the various specialists, 
electroencephalographers, and research investigators 
that this new electrophysiological procedure will con- 
tinue to grow in importance and become more ade- 
quately evaluated and standardized. 
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DIscussION 


Dr. J. B. FUNKHOUsER, Richmond: In his paper, Dr. 
Zfass’ has spoken of the usefulness of electroencephalo- 
graphy in general practice, and I would like to add that 
specialists also find much usefulness in the EEG. 


The electroencephalogram provides a most reliable 
means of making a diagnosis of obscure types of epilepsy. 
Epilepsy can masquerade as almost any condition. Rare 
forms of epilepsy therefore usually end up in various 
specialists offices. Since EEG may give evidence of brain 
damage when all other tests or signs fail, it very fre- 
quently furnishes valuable information to the neurologist 
and neurosurgeons studying convulsions or brain tumor, 
as well as to the psychiatrists. The pediatrician, study- 
ing a behavior problem with ictal features; the in- 
ternist, studying encephalitis, cerebro-vascular disease, 
fainting and dizzy spells, gastric migraine or hysteria; 
the endocrinologist, curious about hypoglycemia; all may 
receive help from the EEG. The orthopedic surgeon with 
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a case of cerebral palsy; the industrial surgeon who has 
a head injury case; the urologist with certain types of 
enuresis; the obstetrician with an eclamptic—these spe- 
cialists too may wish to consider a laboratory test for 
epilepsy. Both the ophthalmologist who has a patient 
with impaired vision or extra-ocular movements, and the 
otologist who has a patient with impaired hearing, or 
with Meniere's disease, have in some instances, found 
help from the EEG. 

Post-anesthetic cerebral complications and the complica- 
tions resulting from irradiation to cerebral structures 
bring anesthesiology and radiology into the sphere of 
EEG. 

It is not my wish to infer that all patients who have 
had one of these symptoms or conditions should be rushed 
off post-haste to an electroencephalographer, but I would 
like to emphasize that almost any recurrent symptom sug- 
gests the rare possibility of epilepsy and therefore the 
specialist as well as the general practitioner will find more 
and more application for the EEG. 


Epwarp (1747-1821): 


Bibliotheca Obstetrica 


An Essay on the uterine haemorrhage, which 


precedes the delivery of the full-grown foetus: illustrated with cases. 2nd. ed. 
London, J. Johnson. 1777. 152 p. 28 cm. 


Ibid. 3rd ed. London. Joseph Johnson. 1784. 224 p. 20.4 cm. 


——: Ibid. 4th ed. London. Joseph Johnson. 1789. IV. 254 p. 231% cm. 
This work contains the first description of premature separation of the normally 
implanted placenta. The author called it accidental hemorrhage in contra-distinction 


to hemorrhage from placenta previa. 


Rigby received his medical education in London and practiced in Norwich. He 
is not to be confused with his son, Edward Rigby (1804-1860), who wrote an ex- 


cellent text book on midwifery. 
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INTRODUCTION 

Specialists in every branch of medicine are be- 
coming aware of the fact that their endeavors can 
be much more fruitful if the patient and his lesion 
are united so as to bring into focus the person as a 
complete entity. Somewhat belatedly surgery is 
finding it is no exception and that this stereopticon 
third dimension, if wanting, can invalidate any 
phase of therapy from history to discharge. There 
are not many people who are capable of complete 
detachment and objectivity towards their malady, 
as the vast majority display inconsistencies between 
effect and ideation and incongruities between the 
severity of the disease and the depth of the symp- 
tomatology. These discrepancies often are so puz- 
zling and enigmatic that they are not only confus- 
ing but threaten the welfare of the patient. A few 
of the infinite complexities created by psychic fac- 
tors and the attitude of the surgeon toward them are 
the concern of this discussion. Shock can and does 
occur even though an injury or operative procedure 
is not extensive enough to bring about this untoward 
event. No explanation has been made of why shock 
should follow less traumatic procedures before the 
patient has fully recovered from the anesthetic. It 
is my opinion that this type of shock has & psychic 
basis and is just as neurogenic in origin as that which 
occurs in the conscious person. 

From the diagnostic standpoint emphasis at pres- 
ent is placed upon the detection of disorders with a 
socalled functional background that similate organic 
diseases. The obverse of this picture is not so obvi- 
ous. The discovery of a malign surgical illness 
through a cloud of irrelevant material is incumbent 
upon the surgeon. It i8 just as important to provide 
necessary surgery or medical therapy under these 
conditions as it is to prevent such treatment when it 
might be ill-advised, futile or even detrimental. 

The fact that a person can have two independ- 
ent diseases, one of which is a menace to life but is 
obscured by another of longer standing, was for- 
cibly impressed upon me during the closing days 
of my internship. In a heated discussion between 
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a urologist and a surgeon, the former accused the 
latter of removing appendices indiscriminately with- 
out properly investigating the genito-urinary tract. 
After two patients, who had been admitted to the 
hospital with a fully confirmed diagnosis of ureteral 
stone, had passed away from acute appendicitis the 
urolog'st lost some of his assuredness, and his at- 
titude towards the omniscience of his implements 
was thoroughly softened. Apparently man was 
something more than the sum total of all his parts. 


An analogous situation, and one much more fre- 
quently encountered, is found in the inflexible and 
inaccessible psychoneurotic who finally sustains a 
true organic disorder. Many unjustified aspersions 
have been cast and able clinicians bitterly con- 
demned because of the failure to discover a dis- 
ease in time to avert a fatality. Such a constella- 
tion of symptoms and signs is irritating and baffling 
and the utmost care is necessary if the bright stars 
that can dispel the mystery are to be revealed 
through the overcast of the neurosis. Unusual meas- 
ures sometimes are needed, such as the suggestion 
of Rubinstein! who emphasizes the value of hypno- 
sis, not only as a therapeutic measure but also as a 
diagnostic aid when confronted with the problem of 
the known neurotic who might also have a genuine 
organic disease. He observes, however, that one 
must be cautious not to accept too literally the ver- 
bally or acted-out productions of the patient as 
they are too likely to be displacements, condensa- 
tions, or distortions resulting from the psychic eco- 
nomics of the dream state. Often explanations of 
a patient are merely rationalizations which can be 
resolved only by suitable analytical study directed 
at discovering the underlying personality defect 
from which they stem. 

The conception that there are people who will 
deliberately seek an illness and gain a certain sat- 
isfaction from being hospitalized and operated upon 
is almost impossible for the laity to understand, 
and, until recently, for the medical profession to 
comprehend. A great many “battle scarred ab- 
domens” bear testimony to this fact. This is par- 
ticularly true in gynecology since so many women 
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take this means of escape from unpleasant and 
sometimes impossible domestic situations. It is not 
too much to say that psychiatry should be almost as 
important a part of gynecology as the histo-pathol- 
ogy of the endometrium. Unconscious, psycho- 
dynamic forces that repudiate logical assumptions 
are incorporated in diseases amenable to surgery 
and their implications deserve much more attention 
than they are now receiving. 

The protean nature of the somatic response to 
psychic stimuli complicates surgical diagnosis to 
such an extent that Beck! pleads for more tolerance 
for those who at times have been unable to detect 
the true state of affairs. It should be generally re- 
alized that organic pathology may produce psychic 
disturbances and functional disease can cause or- 
ganic pathology. It follows that both are present 
simultaneously to a varying degree. 

Although psychic phenomena usually are not in- 
cluded in surgery, the experienced surgeon will hesi- 
tate to operate, unless a definite emergency exists, 
when the patient has announced he will not sur- 
vive. Fact and not superstition or fancy compels 
him to pause and reflect whether he would pre- 
fer a live patient with a disease or a dead one 
without the imperfection. The will to die is not 
a myth, and in the aged is a force potent enough to 
be reckoned with. Injury to the personality aris- 
ing from a lengthy illness frequently hampers and 
prolongs the convalescence and not uncommonly af- 
fects the result. Only too familiar is the patient 
who has repeated operations and accepts all of them 
gladly, which indicates they served to satisfy some 
personality need. I have one patient in whom the 
upper right quadrant had been explored three times 
after the gall bladder had been removed. She was 
unimproved until psychotherapy was_ instituted; 
certainly a flagrant example of diagnostic failure 
by a nationally prominent surgeon. 

The generally accepted notion that surgical con- 
ditions are not intimately connected with psychody- 
namic mechanisms is now being challenged. Blan- 
ton and Kirk,? after an intensive study of the psy- 
chiatric aspects of 61 appendectomy cases, con- 
clude that in 40% of their patients psychotherapy 
was a valuable adjunct for a complete cure, and 
that pre-operative as well as post-operative treat- 
ment was an essential for some. Included were 
cases of fulminating appendicitis. One patient had 
a ruptured appendix, but even after it was removed 
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the attacks continued and he was not completely re- 
lieved. 

Keyes, Bookhammer, and Kaplan® point to the 
necessity of a more dynamic participation of psy- 
chiatry in the general hospital and conclude that 
a psychiatric ward service within the framework of 
these institutions is timely, practical and economi- 
cal. A preview of psychiatric consultations in the 
Jefferson Hospital (Phila.) indicates there is a 
wide variety of psychogenic illnesses, which require 
more than a consultation service to treat effectively, 
that exist in conjunction with organic disease. 
Billings,‘ in his discussion, said: “What with the 
obvious shortage of psychiatrists and with our re- 
alization that after all real mental hygiene and the 
definitive therapy of early cases of personality dis- 
orders are in the province of the general practi- 
tioner, internist, and surgeon, we must, through 
such developments just described and by practical 
demonstration reveal to our conferees the fallacy of 
neuropsychiatric diagnosis by exclusion and_ the 
waiting for a neurosis or psychosis to exist before 
the patient is understood and treated as a person 
as a whole.” 


Post-OPERATIVE PsyCHIC SHOCK 

Conventional thinking deals with the effects of 
psychic tension only at the level of consciousness, 
yet it is possible that the consequences may become 
manifest at a lower stratum. Three of these four 
cases illystrate just one small and minute phase of 
the whole problem—that it is possible for the pre- 
operative mental condition to produce shock post- 
operatively even before the patient has recovered 
from the anesthetic. This experience is certainly 
not rare, but is commonly unrecognized and generally 
dismissed as an unfortunate episode. The basic 
background denoting as imminent personality dis- 
order comprises too much material to permit its 
presentation here, and will be limited to the im- 
mediate pre- and post-operative state. There is a 
tendency to view patients with these characteristics 


- with some levity and their full import is not ap- 


preciated until tragedy strikes. 

Case 1. Mrs. A. S. Y. had been suffering with 
upper abdominal discomfort for three years before 
she finally consulted her physician. X-ray studies 
disclosed a sluggish gall bladder with stones and 
operation was advised. She immediately became 
highly agitated and was confined to her bed with a 
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so-called nervous breakdown. After a later attack 
she consulted another physician who had similar 
studies made with the same outcome. For two years 
she temporized until virtually forced into the hos- 
pital by her relatives. During my examination she 
was calm and apparently reconciled to the opera- 
tion scheduled for the following morning, but a 
sudden “cold” caused postponement for a day. At 
operation the gall bladder and appendix were re- 
moved with little difficulty and her blood pressure, 
pulse and respiration were unchanged at the con- 
clusion. Forty minutes after her return from the 
operating room the blood pressure dropped from 
130/70 to 60/30, she suddenly stopped breathing 
and became cold, clammy and pulseless although by 
stethoscope the pulse rate of 84 was unchanged. 
Caffeine, coramine and intravenous medication were 
administered, but the most effective measures were 
derma] stimulation by pinching and pressure under 
the sub-orbital ridge which induced natural breath- 
ing. Her blood pressure and respiration did not be- 
come normal until five hours later. 

This patient had an inadequate personality and 
a severe anxiety neurosis. As she was the center of 
constant attention and solicitude the illness served 
the useful purpose of palliating her narcissism and 
insecurity. Her convalescence was prolonged and 
every device to postpone her ultimate recovery as 
much as possible was exploited. From the total 
point of view I do not consider the operation a suc- 
cess and, as there was no emergency, good surgical 
judgment would have postponed the operation long 
enough to permit psychotherapy. 

Case 2. Mrs. G. A. M., age 57, was referred to 
me for severe discomfort in the lower abdomen with 
pain radiating from a point just medial to an old 
right rectus scar through which appendectomy had 
been done several years before. Examination re- 
vealed moderate tenderness in the area and the sug- 
gestion of a mass. By-pelvic examination the lower 
surface of this mass could be discerned high up 
in the right fornix, but it was not too distinct. Op- 
eration was advised and despite the protestations 
of her referring physician and myself that we did 
not believe this mass to be a cancer, that thought 
became firmly fixed in her mind. She was an ex- 
tremely egocentric individual, possessive and domi- 
nating, with a rapid and continuous stream of 
speech, and was so obviously excited that the date 
for the operation was left, as it were, floating in air. 
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A few weeks later the time for it was fixed, but was 
postponed because of a domestic upheaval. Finally 
the arrangements were made but her admission to 
the hospital was delayed as a private room of just 
the right type was unavailable. The disturbance 
she created during the assignment of her accom- 
modations should have been warning enough of the 
events to come. The operation finally was_per- 
formed and through a midline incision the mass 
was found to be a large collection of omentum ad- 
herent to the lower end of the previous incision. 
This was resected easily and the abdomen closed. 
Her post-operative blood pressure was 170/104— 
just about what it was before she went to the op- 
erating room. Thirty minutes after returning to 
her bed the respiration became shallow, pulse hardly 
perceptible and her skin cold and wet. She received 
the same treatment as the first patient, but it was 
nearly an hour before her blood pressure rose to 
138/100 and six hours was required for it to reach 
the pre-operative level. From then on her post- 
operative course was uneventful and as far as I 
know she has made a good recovery and has no lo- 
calized distress, but her egocentricity and emo- 
tional hypertension have not abated. She persists 
in the belief that the truth has been withheld and 
that she still is seriously ill. 

Case 3. Mrs. L. S., age 35, consulted me for 
discomfort in her right side and on examination a 
tender cystic right ovary was easily found and op- 
eration advised. At once she became panicky and 
nearly fainted in my office. I at a loss to 
understand her alarm as she was usually a stable, 
mature individual and had had a previous un- 
eventful appendectomy. Despite the consolation of 
her husband and my reassurances she left the office 
in tears. Then began a series of consultations be- 
tween the husband, the patient and myself, and 
during one of these when she was by herself I un- 
dertook to find the reason for her unusual fears. 
This was unavailing but the operation was finally 
scheduled and performed. The cyst was easily dis- 
sected from the ovary and, in accordance with a 
technic I have described elsewhere,’ the remainder 
of that organ was explored, releasing several other 
follicles. The patient returned to her room in ex- 
cellent condition with practically her pre-operative 
blood pressure of 120/70. Thirty-five minutes 
later she went into shock and her pressure fell to 
68/40 with depressed shallow respiration and the 
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other usual signs. Similar treatment was adminis- 
tered and I did not consider her out of shock until 
an hour and thirty minutes later. Psychiatric prob- 
ing later disclosed that she had established an 
extra-marital relationship and was afraid that her 
indiscretions would be discovered during the opera- 
tion and communicated to her husband—an obvious 
example of illogical thinking due to the confusion 
arising out of ambivalence and guilt. 

Case 4. Mr. I. C. M., age 67, had retired from 
business because of hypertension and mild attacks 
of angina pectoris. He was referred to me for a 
rectal condition that had been present over a year. 
He was quite uncomfortable and the lesion was 
draining an irritating discharge. Examination dis- 
closed an infected anal duct just to the right of the 
posterior commissure. He refused operation at first 
because he was convinced his heart would not stand 
the strain, but when I informed him that it would 
be done under local anesthesia he agreed to have it 
performed, but still with much trepidation and 
foreboding. The infected duct was easily excised 
and posterior sphincterotomy done. He returned to 
his bed practically unaffected. A few minutes later, 
before the anesthetic had been absorbed, I was sum- 
moned hastily and found him to be in shock. The 
blood pressure had fallen from 190/110 to 86/60, 
his breathing was shallow and the skin cold and 
wet. Stimulants were quickly administered, but it 
was several hours before he returned to what was 
for him a normal condition. Because of his age, 
his vascular and emotional tension and some de- 
gree of arterio-sclerosis a fatality could easily have 
occurred. This patient should have had better pre- 
operative psychic preparation for a man of his age 
and fixed mentality, probably in the form of freer 
inter-personal association and a closer rapport to 
allay his fears and apprehensions. 

The first two operations were done under gas- 
oxygen-ether anesthesia, the third with sodium pen- 
tothal and in the final one procaine was used. Re- 
actions following the operations were essentially 
the same, hence I feel that the type of anesthesia 
had little to do with the subsequent events except 
the time element, since in the conscious patient the 
shock took place much more rapidly. 


CAUSE OF SHOCK 


Psychic shock is a common phenomenon. Physi- 
cians often have to contend with it during minor 
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procedures which ordinarily should not produce 
preliminary excitement or have any aftermath or 
repercussion. The sight of blood, the stick of a 
needle or occasionally the mere mention of the neces- 
sity for an insignificant examination or diagnostic 
process can cause the typical sequence of events 
usually labelled as “passing out” or fainting. In 
reality this is psychic shock. The picture is ex- 
tremely familiar. First there is a feeling of weak- 
ness, then a loss of muscle tonicity and equilibrium. 
The skin becomes cold, sweaty and pale and when 
unconsciousness occurs the eyes are rolled upward 
or are divergent. Occasionally tremors are present 
and vomiting is not unusual. The whole syndrome 
lasts but a short time, and when recovery is attained 
the pulse is full and bounding, the skin flushed and 
the feeling of weakness and loss of muscle tone 
gradually disappear. It has little significance ex- 
cept that pertaining to the psyche and does no harm 
unless an injury occurs when the equilibrium is lost. 

There is much speculation on the causes of neu- 
rogenic shock. My own theory is that it is a flight 
from reality during emotional hypertension and 
is activated by a precipitating event. That we 
see in our offices may be due to the inability to 
withstand what the organism considers an attack 
upon a more jealously guarded soma, and considers 
any mark upon it as an affront. ‘Then again there 
may be the mental trauma incidental to sudden ap- 
prehension or that which is violently opposed to 
preconceived ideas. Syncope associated with d'sas- 
ter or catastrophe is of the same nature but has a 
larger hysterical component. 

Moon? states that the reasons for bewilderment 
as to the causes of shock are not far to seek. Con- 
ditions due to a combination of causes are not suit- 
able for analysis. He offers this illustration: 

Let X symbolize the effects of primary or neu- 
rogenic shock. 

Let Y symbolize the effects of hemorrhages or 
hemorrhagic shock. 

Let Z symbolize the effects of capillary damage 
or toxemic factor. 

Then X plus Y plus Z equals traumatic shock as 
manifested clinically. 

To propose conclusions as to the cause of trau- 
matic shock upon data from cases of traumatic 
injuries, he states, is as unsafe as to propose the 
solution of a single equation containing three in- 
determinate variables. The procession of events en- 
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suing after the onset of shock and the effects of 
these variables do not come into this discussion. 


As for the four cases presented, the cause of 
shock can hardly be found anywhere except in the 
psyche. During the convalescence the lack of fur- 
ther complications demonstrated the absence of 
other mishaps. The procedures were done quickly 
and accomplished easily aid there was little in 
them to produce any such reaction. They were not 
extensive and hemorrhage and trauma were slight. 
It did seem in those patients who received a general 
anesthetic that the shock took place when they were 
leaving the unconscious mental level and entering 
the subconscious because it occurred just about fifty 
minutes after the anesthetic had been discontinued 
and there was a response to dermal stimuli. The 
shock did not disappear until full consciousness and 
cerebral reorganization had been attained. If that 
be true, it is quite possible that the ego could not 
withstand the disposal of a series of reactions to 
which it already had become adjusted and the 
shock was a manifestation of resistance to what 
amounted to an assault by a wholly new group of 
unknown and perhaps precarious conditions. For 
this predicament the patient may have been totally 
unprepared and could not summon the mental suf- 
ficiency to cope with it successfully. Prior to the 
operation feeling and emotional tension had reached 
an intensity from which a sharp decline was un- 
avoidable and needed but little to upset the in- 
tegration of the organism. As Hart® points out, 
“patients with psychosomatic illness cannot imme- 
diately undertake total remedial treatment, cannot 
afford to entertain seriously plans that jeopardize 
their protective compromise with reality and unwit- 
tingly threaten them with a more fearful danger to 
personality adjustment.” Surgical operations are 
for the most part “total remedial treatment” which 
might be much more successful if the psychic com- 
ponents of the malady could be properly evaluated 
and managed. 


COMMENT 


One of the complaints of surgeons, accustomed to 
deal with tangibles, is the looseness of terms and 
vagueness of ideas expressed by psychiatrists, and 
they approach this unsubstantial vocabulary with 
diffidence, resistance, and even ridicule. Yet these 
nebulous factors become realities enough when the 
cloak of mystery they bear covers an illness that 
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might yield to the scalpel, cause unexpected com- 
plications or prevent a cure. Although no one is 
capable of complete emotional emancipation there 
is still a broad separation between those who or- 
ganically are comparatively unaffected during stress 
and the neurotics with somatic projections arising 
from exorbitant emotional tension. The latter fre- 
quently require surgery but the diagnosis is often 
complicated by symbolic discomforts. Every means 
for identifying these syndromes should be available 
to the surgeon and he cannot always leave their rec- 
ognition to others who more than likely have little 
or no experience with surgical pathology nor the 
aptitude or opportunity for obtaining any through 
immediate observation. The subjective components 


- of an illness may require just as much or even more 


study than any other phase of the case and it would 
be more advantageous to have this aspect evaluated 
by those who are familiar with the concrete mani- 
festations of disease. The whole picture could then 
be integrated with every element properly inter- 
preted and in correct perspective. Thus the distor- 
tions incidental to the limited spheres of the re- 
stricted specialist might be avoided. Attainment of 
the ability to appraise personality need nct be con- 
fined to the psychiatrist since abundant clinical 
material is available to everyone. 

Confronted with the same psychic problems as 
anyone who limits his practice to specific fields, 
how then is the surgeon to detect when they have 
a role in the illness he is concerned with? Accord- 
ing to Hart their effects can be measured in medi- 
cal conditions by resistances the patient demon- 
strates in his attitudes, free association, and in spe- 
cific behavior. Such patterns apply just as well to 
surgical diseases as I have shown by these four 
cases. Some of the resistances he graphically de- 
scribes are: procrastination in seeking medical at- 
tention, self treatment, sabotage of treatment, broken 
appointments, medical shopping, limitation of 
treatment, patronage of cults, vagueness and eva- 
siveness, circumstantiality, complacency, relief af- 
forded by physical defect, fear of personality study, 
denial of conflict, misleading explanations, and ac- 
ceptance of previously ineffective remedies. 

There is one large class he does not mention. 
This is composed of people who have a penchant 
for pessimism and the faculty for uncovering the 
unfavorable and unhappy facets of any situation. 
They possess good mental ability and often have a 
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high intellectual level, but lead an existence punc- 
tuated by minor but magnified calamities. When 
motivated falsely by their deep-rooted basic inse- 
curity the result in such individuals is a persistent 
state of aggression and psychic energy that cannot 
be released and from which there is no relaxation. 
Their susceptibility is betrayed by their speech, 
sleeping characteristics and emotional lability. Con- 
stant dread, apprehension and anxiety keeps them 
in a state of alarm bordering on panic which im- 
pairs their judgment and creates a resistance that 
corresponds occasionally almost to actual hostility. 
If one is able to break through their psychic de- 
fenses and reach the nucleus of the disturbance, an 
emotional outburst accompanied by a flood of tears 
usually will indicate the presence and the source of 
inner tension no matter how tranquil or phlegmatic 
the outer calm seems to be. 

These complexes are much simpler to delineate 
than to recognize but with experience and persist- 
ence they become increasingly but not always ob- 
viously clear. Much depends upon the talent and 
the inclination of those attempting it. Medicine 
has long been considered both an art and a science. 
The greatest artists since the time of Pythagoras 
and Aristotle were men who either by instinct or 
direction paid more attention to the mental aspects 
of illness. Until comparatively recently these ap- 
parently exogenous items were not subjected to care- 
ful scrutiny although they were known to exist. 
But the disciplines of science now have brought 
what formerly were considered trivia into the light 
of being important factors in disease. The salient 
characteristics of many non-surgical diseases were 
found to consist of psychic components and thus 
the term psychosomatic medicine came into exist- 
ence. Surgical conditions too are affected by the 
neuroses. In fact they are to be found in the dis- 
eases comprising any branch of medicine. 

As a rule surgical defects can be detected much 
more easily than those of the personality. But the 
effects of personality factors in surgery cannot be 
ignored, for it is not enough to do an operation 
with the expectation that the result from it will ve 
all that should be needed to rehabilitate the pa- 
tient. Nor can one be content with the thought that 
the patient has acquired something else after the 
surgery is completed. If a personality disorder is 
present one cannot expect that the healing of an as- 
sociated surgical lesion will mean the re-integration 
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of the individual. Hence if a person is a ne’er- 
do-well and blames his inability to work on a 
hernia, repairing the hernia will not cure the tend- 
ency to dependence. 

Should these extraneous factors be of concern to 
the surgeon or shall he consider his relationship with 
the patient to be completed after the immediate objec- 
tives have been reached? If he assumes this attitude 
and retires behind the glamorous facade of the op- 
erating room, he descends to the level of a mere 
technician and persons as such no longer interest 
him. While no one can encompass the entire field 
of medicine, as long as personal associations exist, 
more than abstract awareness of mental mecha- 
nisms is required. Unlike the pathologist and simi- 
lar specialists who for the most part do not come 
in contact with patients, the surgeon cannot become 
completely detached and by aloofness relegate his 
all important rapport with the patient to others. 
That rapport usually expressed in such terms as 
faith, confidence or respect and admiration is more 
often than not an essential factor in the cure. To 
achieve the most complete results surgery alone 
cannot meet all the requirements. Gynecology is an 
especially fertile field since with women at the 
mercy of their hormones not only is psychiatry im- 
portant, but endocrinology as well. 

There are many who disagree with such reason- 
ing, holding that surgery is complicated enough with- 
out the addition of .more burdens. Rationalizations 
of this nature certainly were not accepted by the 
masters and intellectual giants of this or any other 
day, as almost without exception they devoted them- 
selves to keeping their interests, activities and cul- 
tural pattern as liberal and expansive as their ex- 
tensive and scholarly genius could devour. To go to 
the other extreme, if one should limit his efforts to 
operating on just one disease, for example, hernias, 
gall bladders, thyroids or peptic ulcers, undoubtedly 
the operation itself would be done with more expe- 
dition; but in the last two conditions, particularly 
in the latter, an unreasonable rate of recurrence 
would nullify the operating efficiency promoted by 
such a restriction. Crile demonstrated long ago that 
the degree of excitement has a direct bearing on 
the post-operative morbidity and mortality in thy- 
roidectomy, since physical and emotional relaxa- 
tion must be attained to prevent aggravation or 
renewal of the lesion. Of particular value to the 
neural surgeon would be an accurate method of dif- 
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ferential diagnosis between hysterical manifesta- 
tions and organic lesions. 

Surgeons differ in their methods of practice. A 
limited but necessary few in large centers where the 
cases are available undertake the study and devel- 
opment of an extremely complex and difficult 
technic applicable to an uncommon condition. They 
are usually uncommon men who make immense 
contributions that go far beyond their original in- 
tention. There are some who rarely see a patient 
before operation and almost never go near one after- 
wards, confining their work to the operating room. 
And there are others who, because they consider the 
patient as an entity, follow the admonition of Crile? 
that “Above all, it must be borne in mind that no 
detail is too petty for the surgeon himself”; and 
heed his penetrating observation that: “Any agency 
that can sufficiently inspire faith, dispel worry— 
whether that agency be mystical, human or divine— 
will at once stop the body wide stimulations and in- 
hibitions which cause lesions that are as truly physi- 
cal as a fracture.’ 

I do not contend that the surgeon should be a 
complete psychiatrist. There is such a thing as 
compromise and happy medium, but certainly his vo- 
cabulary should not be limited to worry, nervousness, 
distress, upset, trouble and the like. The conclusion 
of Weiss! is most pertinent: ‘In his History oF 
MEDICINE Garrison states that the fundamental 
error of medieval medical science, as originally 
pointed out by Guy deChauliac and elucidated by 
Allbutt, was in the divorce of medicine from sur- 
gery. He might have added that the fundamental 
error of modern medical science has been in the 
divorce of both from psychiatry.” 


SUMMARY 

A whole host of manifestations arising out of 
the neuroses are commonly encountered in surgery. 
These have been considered unfortunate and at times 
disagreeable and vexatious intrusions into surgical 
problems. They certainly have not been appreciated 
adequately and are now being examined in the light 
of a new philosophical approach. Instead of being 
neglected or dismissed from the elaborate ostenta- 
tion of surgery they should be included as one of 
its vital and essential constituents. Surgery no more 
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than medicine, roentgenology, dermatology, allergy, 
or any other branch in which the personal rela- 
tionship is necessary can be separated from the 
intangible but real effects of the psyche. These ef- 
fects can act as etiological agents, obscure the di- 
agnosis, affect the pre-operative and post-operative 
state, precipitate complications, interfere with the 
convalescence and even prevent a complete cure. 
And in the operating room there is hardly any ques- 
tion that the patient who comes there calm and con- 
fident is a much better risk than the tense, anxious 
individual whose opposition to the anesthetic is 
marked by rapid breathing, retching and lack of 
laryngeal relaxation. Such circumstances may make 
a turmoil of the whole procedure and be a poor 
omen for an uneventful convalescence. 

Four cases of what has been interpreted as post- 
operative psychic shock have been presented for the 
purpose of demonstrating that behavior patterns, 
faulty and damaging attitudes, and the emotional 
tension of a patient can have a direct influence on 
the convalescence and ultimate results in surgery. 
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RECURRING PULMONARY INFECTION FROM INTERMITTENT PARTIAL 
INFLAMMATORY BRONCHIAL OBSTRUCTION— 


Report of a Case 


PorTER P. Vinson, M.D., 


Professor of Bronchoscopy, Esophagoscopy and Gastroscopy, Medical College of Virginia, 
Richmond, Virginia. 


Recurring attacks of acute pulmonary infection 
frequently result from intermittent partial bron- 
chial obstruction. Whenever recurring attacks of 
so-called pneumonia involve the same area of a 
lung, localized bronchial obstruction should be 
considered as the most likely cause of the illness. 

Obstruction may result from tumor or foreign 
body, but more often reduction in the lumen of the 
bronchus is caused by inflammatory reaction. The 
most frequent site of infection is in a posterior or 
postero-lateral division of the major bronchus to 
the lower lobe of either lung. Often this bronchus 
is normally quite small and because of the posi- 
tion, size and angle of the bronchial division, drain- 
age is easily impeded. 


Fig. 1. Normal appearance of bronchi that are filled with 
iodized oil. 


Patients who have chronic asthmatic bronchitis 
are particularly susceptible to recurring attacks of 
fever with expectoration of purulent secretion and 
then spontaneous recovery following improved 
drainage. In almost all patients with this type of 
history, partial stenosis of a posterior or postero- 


lateral division of a lower lobe bronchus can be 
identified on bronchoscopic examination, and me- 
chanical dilation of the bronchus aborts the acute 
febrile attack and frequently prevents recurrence of 
infection. 

This condition not enly is observed in patients 
who have attacks of bronchial spasm but may be en- 
countered in many other persons who are otherwise 
normal. The following report is typical of many 
patients whom I have observed and treated. 


Fig. 2. Sacculation and dilation of posterolateral division of 
bronchus to lower lobe of right lung. 


REPORT OF CASE 
A woman aged 43 was examined on July 18, 
1947. She had been well until the age of 24, when 
pain developed in the right side of her thorax, 


‘with fever and cough that was productive of mu- 


cous secretion. She did not notice pus or blood in 
the material that was expectorated. The fever, pain 
and cough continued for about four weeks and then 
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she seemed to recover completely from her symptoms. 

Afterward, however, almost every spring and 
autumn she had attacks of so-called pneumonia or 
bronchitis, always localized in the right lung. These 
attacks were associated with cough and fever as 
high as 105° F., and every attack since the first 
one was accompanied by expectoration of foul- 
smelling, bad-tasting, purulent sputum. Duration 
of the attacks was variable, but after drainage 
was accomplished, the patient recovered completely 
and again felt well. 

The attack immediately prior to my examina- 
tion occurred in April, 1947. Roentgenoscopic ex- 
amination of the thorax at her home revealed some 
evidence of infiltration at the base of the right lung, 
but roentgenograms taken in an antero-posterior 
position after instillation of iodized oil did not 
show any evidence of bronchial abnormality. 

Further roentgenoscopic studies at the Medical 
Coliege of Vit@inia Hospital revealed a normal 
outline of the bronchi that were filled with iodized 
oil (Fig. 1). A roentgenogram taken in a lateral 


Today’s Shoes Are Squeakless. 

Grandfather’s shoes squeaked, but they were not 
nearly so likely to cause skin disease as are the 
silent ones worn today, according to two Evansville 
(Ind.) dermatologists, Drs. L. Edward Gaul and 
G. B. Underwood. 

Radical manufacturing changes that de-squeaked 
footwear also introduced many chemicals and syn- 
thetic materials. Modern footwear has become a 
chemical labyrinth, containing not a few hundred 
chemicals, but thousands, they point out in the No- 
vember issue of Archives of Dermatology and Syphi- 
lology, published by the American Medical Associa- 
tion. 

A reason for the high incidence of dermatitis 
[skin disease] related to footwear is apparent after 
a study of data on patch testing with different 
brands of shoe polish, shoe adhesive materials and 
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position, however, disclosed a triangular area in 
the right lung posteriorly that did not contain any 
oil. 

Bronchoscopic examination under local anes- 
thesia on July 19, 1947, revealed pus exuding from 
the postero-lateral division of the right lower lobe 
bronchus, and the bronchial lumen was exceedingly 
small. The bronchus was dilated first with an 
aspirating tube and then with a forceps, and 10 
cc. of lipiodol were introduced directly into the 
bronchus distal to the area of stenosis. A roent- 
genogram showed considerable dilation of the bron- 


chial lumen (Fig. 2). 


The patient returned for re-examination on 
September 30, 1947, and bronchoscopic investiga- 
tion at that time disclosed nothing abnormal. She 
felt quite well. At her most recent examination, 
April 1, 1949, she stated that she had not had any 
further respiratory difficulty, and her weight had 
increased from 140 to 161 pounds. Further bron- 
choscopic study was not made. 


materials used in fabrication of shoes. Many of 
the chemicals used in processing hides to convert 
them into leather may cause dermatitis. Recently, 
various anti-mildew and fungicidal chemicals have 
been added. Dermatitis from shoes seems to be re- 
lated to excessive sweating. Women’s footwear dic- 
tated by changing styles, colors and materials offered 
the greatest range of exposure, favored by the fashion 
of not wearing hose. 

The skin eruptions also seemed to be more com- 
mon in summer than in winter. The doctors reported 
71 cases in the Evansville area during summer 
months of one year, and only 28 cases during the 
remaining seven months. 

The doctors recommended that evaluation of ir- 
ritating properties of materials used in manufac- 
facting shoes is needed so that the public can pur- 
chase shoes that conform to certain standards. 
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In this issue of the VirciInia MEDICAL MONTHLY 
we are beginning a new feature which we hope will 
be permanent; namely, a report on the clinicopatho- 
logical exercises which are given by staff members 
of the Departments of Medicine of the Medical Col- 
lege of Virginia and the University of Virginia. 

It is planned that about two-thirds of these case 
reports will be made up of general medical and gen- 
eral surgical cases, and the other one-third will be 
pediatric and general specialty cases. In this way 
we hope that the cases presented will be of such a na- 
ture that they will attract the widest possible in- 
terest. 

Since this is a new experiment on our part, we 
invite your comment and criticism. 


CLINICOPATHOLOGICAL REPORT 
B-44246 


A 56 year old, white, married, automobile painter 
was referred to the Medical College of Virginia Hos- 
pital because of wheezing in his chest of one month’s 
duration. 


CasE No.: 


Approximately one month before admission, he 
developed a deep chest cold manifested by tightness, 
cough, wheezing, and expectoration of a thin mucoid 
material, which was occasionally blood tinged. Ten 
days before hospitalization, he developed chilly sen- 
sations, pain in the upper abdomen and chest, and 
the cough became more productive and the wheezing 
more pronounced. He was given oral penicillin for 
3-4 days following which he developed anorexia, 
nausea, vomiting, and constipation. Accompanying 
this he began to experience severe occipital head- 
ache and some unsteadiness in walking. He had lost 
eight pounds in weight. Past history revealed that he 
had influenza in 1918, and since that time had mild 
asthma every fall and spring and a persistent chronic 
cough. Family history revealed that his mother died 
of carcinoma of the uterus, and his father of intesti- 
nal obstruction. 

Physical examination showed a well developed 
and nourished middle-aged man lying quietly in bed, 
appearing somewhat apprehensive and discouraged. 
Temperature 98.8, pulse 88, respiration 22, and 


CLINICOPATHOLOGICAL REPORTS 


From the Case Records of the Medical College of Virginia and the University of Virginia Hospitals. 


Harry WALKER, M.D., Editor 
Wiiti1amM Kay, M.D., Associate Editor 
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blood pressure 125/80. The pupils were round, 
regular and reacted to light and accommodation. 
The fundi were normal. The neck was normal with 
the trachea in the mid line. 
phadenopathy. The chest was symmetrical and 
showed equal, but decreased, expansion. The breath 
sounds were distant with a decrease over the left 
lower lobe posteriorly where there were also a few 
fine post tussive rales and an occasional expiratory 
wheeze. The remainder of the examination was nor- 
mal except that one observer thought the liver ex- 
tended two centimeters below the right costal margin, 
but he was unable to feel the edge. The neurological 
examination showed: Sensory survey: 
Neuromuscular system: Normal except for stagger- 
ing gait; Reflexes: Deep tendon, equal and active; 
positive Romberg with falling to the left, question- 
able Babinski. 


The laboratory examination disclosed the follow- 
ing: Hemoglobin 11.5 grams, with 12,750 white 
cells, 91 per cent polymorphonuclear leucocytes, and 
9 per cent lymphocytes. No urine analysis was re- 
ported. A spinal tap was done the day after ad- 
mission with initial pressure of 280 mm. H20, 60 
mg. protein and one lymphocyte. The spinal fluid 
sugar was 84 mg. per cent, and the chlorides were 
694 per cent. X-ray films of the skull and sinuses 
were taken, and were reported normal except for 
slight haziness in the left ethmoid and right maxil- 
lary antrum. No x-ray films of the chest were taken 
at the Medical College of Virginia Hospital, but 
chest films taken elsewhere showed a density ex- 
tending out from the left lower lobe bronchus, 
especially in the posterior branches. An endoscopic 
procedure performed on the second day was essen- 
tially negative. Preceding and following the op- 
erative procedure he complained bitterly of severe 
occipital headache which was not relieved by mor- 
phine, and was accompanied by nausea, vomiting 
and anorexia. Because of dizziness and ataxia, he 
suffered two falls without obvious ill effect. On 
the seventh hospital day he became progressively 
more drowsy, his temperature, which had been 
around 100 degrees, rose to 101, and he expired. 


There was no lym- 


Normal; 


He was oriented. 


‘ 
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Discussion by Dr. Edward S. Ray*. 

Case of a 56 year old white male who apparently 
was well until one month prior to admission to the 
hospital when he developed a wheeze and symptoms 
suggestive of a pulmonary infection. Ten days prior 
to admission there was an increase in his cough and 


1. Low power microscopic view of bronchogenic lesion. 


expectoration, and he was given oral penicillin. 
Also about ten days prior to admission, he began 
suffering from occipital headaches, nausea, vomit- 
ing and unsteadiness in walking. He had lost eight 
pounds in weight. Past history of interest was that 
following influenza in 1918 he had suffered attacks 
of asthma every spring and fall, and had had a per- 
Physical 


sistent cough in between these attacks. 
examination revealed distant breath sounds over the 
left lower lobe with a few medium moist rales and 
an expiratory wheeze. Neurological examination re- 
vealed a positive Romberg and a questionable 
Babinski. Laboratory studies showed a moderate 
anemia and slight leucocytosis. Spinal fluid was un- 
der increased pressure with a slightly elevated pro- 
tein and a normal cell count. X-ray of the skull 
and nasal sinuses was essentially negative. Chest 
film revealed a density extending into the left lower 
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lobe. Endoscopy was performed (and I assume it 


*Assistant Professor of Medicine, Medical College of 
Virginia, Richmond, Va. 


was a bronchoscopy), and no abnormality was noted. 
Headache, nausea, vomiting and ataxia became pro- 
gressively worse, and he died on the seventh hospital 
day. 

Summary: A 56 year old white man with a one 
month history suggesting pulmonary infection with 
the physical signs of partial bronchial obstruction, 
and a ten day history of symptoms and signs sug- 
gestive of an intracranial lesion. 

The problems as I view them are: First, to de- 
cide if we are dealing with one disease, and I be- 
lieve we are; second, whether the lesion is inflamma- 
tory or neoplastic; and third, whether the lesion is 
primary in the brain or primary in the lung. Since 
primary infection or neoplasm of the brain metas- 
tasizes to the lung so rarely, I am dismissing this 
possibility. I believe the lesion is one primarily in- 
volving the lung with secondary involvement of the 
central nervous system. 


2. Low power microscopic view of metastatic lesion in the left 
cerebellar hemisphere. 


So, it seems to me that the real problem is to de- 
cide whether this lesion is inflammatory or neo- 
plastic. 

Of. the inflammatory lesions one must consider 
bronchiectasis, especially in view of the past history 
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of recurrent pulmonary symptoms since influenza in 
1918. The signs of bronchial obstruction could be 
due to bronchiectasis as the accumulation of pus 
within the involved bronchi will cause bronchial ob- 
struction. The apparent segmental pulmonary in- 
volvement by x-ray is also compatible, since bron- 
chiectasis is in most instances a segmental disease. 
Or all pulmonary infections bronchiectasis is prob- 
ably the most frequently complicated by metastatic 
brain abscess. 

Tuberculosis, of course, must be considered. Tu- 
berculoma of the brain may occur with clinical find- 
ings of brain tumor and without evidence of men- 


3. High power microscopic view of bronchogenic tumor. 


ingitis although it is very unusual. When it does 
occur, it is usually in childhood or early adult life, 
since tuberculoma of the brain develops as the result 
of hematogenous seeding following the primary tu- 
berculous lesion. The pulmonary lesion as described 
does not have the usual characteristics of tubercu- 
lous lesions, but basal tuberculosis gives an atypi- 
cal x-ray picture and is compatible with this x-ray 
picture. In addition, basal tuberculosis is frequently 
secondary to a peribronchial lymph node eroding 
into a bronchus, which may give partial bronchial 
obstruction as noted here. However, from the statisti- 
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cal standpoint tuberculosis is so unlikely that I will 
also discard it as the probable diagnosis. 

Actinomycosis of the lung with cerebral metasta- 
sis is quite rare, and in addition there were no char- 
acteristics of this disease such as sinus formations. 

Lung abscess frequently is complicated by cerebral 
metastatic abscesses, but the chest film and history 
do not suggest a lung abscess. 

Finally, in regard to inflammatory lesions, meta- 
static brain abscesses from any type of infection are 
usually acute and apoplectic in onset with more fever 
than was present in this case, so I am inclined to 
dismiss inflammatory disease as the primary lesion 
in this case. 

So we come finally to neoplasm as the cause of 
this patient’s difficulty. A primary brain tumor as 
far as I know does not metastasize to the lungs; or, 
if it does, it must be one of the greatest rarities. 
Therefore, I believe the lung must be the primary 
site of the malignancy. Bronchogenic carcinoma fre- 
quently metastasizes to the brain—15% of the cases. 
The carcinomas that metastasize most frequently 
through the blood stream are the adenoca and the 
oat cell carcinoma. These also most frequently arise 
in the periphery or in the smaller bronchi of the 
lung; and, therefore, are not frequently visualized 
on bronchoscopy. Such a tumor arising in one of 
the segmented bronchi could cause partial obstruction 
with infection distal to the obstruction to give the 
clinical picture as described here, giving wheeze, 
cough, expectoration and fever. Or the lesion on 
x-ray, instead of being chiefly a pneumonitis distal 
to the obstruction, could actually be a carcinoma in- 
vading the lung parenchyma. 

The ataxia and the positive Romberg point to a 
lesion of one of the cerebellar hemispheres, and such 
a lesion usually causes headache, nausea and vom- 
iting. 

Since the brain lesion is likely to be a metastasis 
through the blood stream, I believe that carcinoma 
cells were similarly carried to ether organs of the 
body. The liver was questionably enlarged; and, 
since the liver is a frequent site of metastasis in car- 
cinoma of the bronchus, I believe lesions will be 
found in this organ. It should be mentioned, how- 
ever, that the vertebral veins frequently carry meta- 
static lesions to the brain, and this may have been 
the means by which the tumor cells reached the brain 
in this case. 
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Hospital diagnosis: Bronchogenic carcinoma with 
metastasis to the brain. 

Dr. Ray’s diagnosis: 
with metastasis to the brain and to liver. 


Bronchogenic carcinoma 


Pathological report: Dr. Thomas M. Scotti*. 

The left lung weighed 920 gm. There was almost 
complete stenosis of the left upper lobe bronchus. 
Its orifice measured approximately 1x5 mm. The 
bronchial wall was ulcerated and almost completely 
replaced by an irregular, hard, white tumor meas- 
uring 2.5x1x0.5 cm. The tumor 
anterior branch of the upper division and the su- 


involved the 


perior and inferior branches of the lower division 
of the left upper lobe bronchus. The remaining 
apical posterior segment of the upper division did not 
appear to be directly involved by the neoplasm. This 
tumor mass was continuous with a similar, hard 
white plaque of tumor tissue noted on the inter- 
medial surface of the upper lobe at about the junc- 
tion of the lower and middle third. This superficial 
mass measured approximately 3.5 cm. in diameter 
and 1 cm. in thickness. It apparently incorporated 
peribronchial lymph nodes which were replaced by 
tumor. Just distal to the point of obstruction of the 
anterior branch of the upper division of the upper 
lobe bronchus there was an abscess cavity measuring 
3 cm. in diameter. The lower half of the upper lobe 
of the left lung was firm, consolidated and con- 
tained numerous small abscesses measuring about 2 
mm. in diameter. The remainder of the left lung 
was similar in appearance to the right lung. The 
latter weighed 670 gm. There was some increase in 
firmness and decrease in crepitation. On section it 
was hyperemic and moderately pink, frothy fluid 
exuded from the cut surfaces. The pulmonary ves- 
sels were normal. 

Numerous enlarged lymph nodes replaced by tu- 
mor and measuring up to 3 cm. in diameter were 
found around the trachea. A few enlarged nodes 


*Assistant Professor of Pathology, Medical College of 
Virginia, Richmond, Va. 
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were noted along the course of the internal mam- 
mary vessels beneath the sternum at the level of the 
first rib on the left side. 
slightly irregular, firm, white nodule in the liver 


There was a single, 


measuring about 2.5 cm. in diameter. 

The brain weighed 1,550 gm. There was moderate 
atherosclerotic change in the basal arteries. There 
The 


left cerebellar hemisphere was somewhat larger than 


was moderate flattening of the convolutions. 


the right. On section, a large cystic mass, filled with 
homogenous gelatinous material, was noted in the 
left cerebellar hemisphere. There was slight dilata- 
tion of the ventricular system. A marked pressure 
conus was noted in the brain stem (Illustrations 1, 
2, and 3). 

As to other organs there was generalized arterio- 
sclerosis and slight nodular hyperplasia of the 
prostate. 

Microscopically the tumor in the wall of the 
bronchus, in the lung, liver, lymph nodes and cere- 
bellum was composed of sheets, groups and strands 
of abnormal epithelial cells. The cells were irregu- 
lar in size and shape. The cytoplasm was pale or 
dark pink. and often 
hyperchromatic, with numerous mitoses. The cells 
undifferentiated squamous 


The nuclei were irregular, 


resembled moderately, 
epithelium. 

Sections of lung showed congestion and edema; 
others disclosed bronchopneumonia and abscesses. 

Pathological diagnoses: 

1. Bronchogenic carcinoma, upper lobe of left 
lung, with metastases to tracheobronchial and sub- 
sternal lymph nodes, liver and left cerebellar hemis- 
phere. 

2. Bronchopneumonia and abscesses of upper 
lobe of left lung. 

3. Congestion and edema of right lung and lower 
lobe of left lung. 

4. Cerebral edema. 

Nodular hyperplasia of prostate, slight. 
6. Generalized arteriosclerosis. 


mn 
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MENTAL HEALTH 


JosepH E. Barrett, M.D., 
Commissioner, Department of Mental Hygiene and Hospitals. 


Therapeutic Prevention of Mental Illness. 

The Commonwealth of Virginia is taking a lead- 
ing part in the field of preventive mental hygiene. 
Although the world-wide movement toward the rec- 
ognition and early treatment of mental illness in out- 
patient clinics is still in its infancy, organized clin- 
ics for this purpose have been active in various 
localities in this State for many years. Among these 
early mental hygiene clinics may be mentioned the 
one operated under the sponsorship of the Kings 
Daughters in Norfolk. This clinic was active dur- 
ing 1918-1920 and was staffed by volunteer workers, 
including a psychiatrist, a neurologist, a psycholo- 
gist, and a social worker. The present Mental Hy- 
giene Center in Norfolk was established in 1923. 
The Memorial Guidance Center in Richmond has 
been active as a treatment clinic since 1924. Simi- 
larly the Children’s Service Center at Charlottes- 
ville, the Fairfax County Child Guidance Clinic, 
and the Roanoke Guidance Center have been doing 
active work in therapeutic prevention of mental ill- 
ness for several years. In 1939 the Southwestern 
State Hospital under the direction of the present 
Commissioner of Mental Hygiene and Hospitals, 
organized and operated mental hygiene clinics in 
the following places: Marion, Wytheville, Lebanon, 
Tazewell, Norton, Pulaski and Bristol. These clin- 
ics were primarily for service to discharged or fur- 
loughed patients from State hospitals; however, they 
were also available to the people of the community 
who needed psychiatric help in dealing with their 
serious mental and emotional difficulties. Unfor- 
tunately these particular clinics had to be discon- 
tinued at the beginning of World War II due to 
shortage of trained personnel. 

The clinics which have been mentioned, among 
others, were either supported by private endowment, 
local donations, or State appropriations. In July of 
1946 the National Mental Health Act was passed by 
the Congress and gave official recognit:on to the fact 
that mental health is a public health problem of first 
importance. The Commonwealth of Virginia was 
among the first to take advantage of the benefits of 
this Act. Following a detailed survey there was sub- 


mitted in May, 1947, a complete statistical plan, 
budget, etc., to the U.S. Public Health Service, cov- 
ering the program for the fiscal year 1947-48. Gov- 
ernor Tuck designated Commissioner Joseph E. 
Barrett as the Mental Health Authority for the State 
of Virginia. In January, 1948, the General Assem- 
bly appropriated the necessary matching funds. Im- 
mediate steps were taken by the Department of Men- 
tal Hygiene and Hospitals toward the establishment 
and organization of a state-wide system of clinics. 

At the present time mental hygiene clinics under 
the direction of this Department are operating in the 
following places. 


Alexandria Norfolk 

Arlington Portsmouth 

Charlottesville Radford 

Falls Church Richmond 
(Fairfax County) (Three clinics) 

Lynchburg Roanoke 

Newport News Williamsburg 


Each of these fourteen clinics serves a population 
area of about one hundred thousand. In order to 
supply clinic service to the entire State it will be 
necessary to establish a total of at least thirty clinics 
—these clinics to be located in strategic areas through- 
out the State. The location of the additional clinics 
has been planned but it will be necessary to await 
additional funds, and, above all, the availability of 
qualified professional personnel to staff these clinics. 


Needless to say, our present clinics are far from 
idle. In the localities where they are now operating 
they have been enthusiastically received and sup- 
ported. Patients come from many sources but it has 
been noted with great satisfaction the constantly in- 
creasing number of patients who are being referred 
to the clinics by their family physician. This is as 
it should be and this Department has made, and will 
continue to make, every effort to cooperate with the 
family physician in a total effort to prevent the con- 
tinued increase of human incapacity resulting from 
mental illness. 

Although preventive mental hygiene is concerned 
with preserving the mental health of healthy people, 
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in our State clinic program we must perforce be prac- 
tical. Our mental hygiene clinics are medical activi- 
ties and their main function is the study and treat- 
ment of individual patients. If more patients can 
be treated in the incipiency of their mental illness it 
may be that many of those may recover who other- 
wise would come to form a part of the growing num- 
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ber being admitted to our State hospitals. Such pa- 
tients are all too frequently well advanced into the 
chronic phase of mental disease. We look forward to 
the day when, as our mental health clinics are able 
to care for more and more patients, we shall see a 
gradual reduction in the number of beds now being 
occupied in our State hospitals. 


PUBLIC HEALTH 


L. J. Roper, M.D., 


State Health Commissioner of Virginia 


The report of the Bureau of Communicable Dis- 
ease Control of the State Department of Health for 
November 1949 as compared with the same month 
in 1948, and for the period of January through No- 
vember 1949 compared with the same period in 1948, 
is as follows: 


Jan.- Jan.- 

Nov. Nov. Nov. Nov. 

1949 1948 1949 1948 

Typhoid and paratyphoid_____ 14 6 144 126 
Diarrhea and Dysentery_____ 243 285 5,674 4,219 
32 219 21,336 6,498 
Scarlet fever _............... 146 91 735 807 
37 176 229 
25 45 329 556 
Meningitis ____- 6 9 79 87 
Brovetiets 1 68 74 
Rocky Mountain spotted fever 0 0 101 64 


PRELIMINARY ANALYSIS OF POLIOMYELITIS IN 
VIRGINIA, 1949. 

With the seasonal decline of reported cases of 
poliomyelitis we find ourselves looking back over 
the Virginia experience in 1949 and asking the ques- 
tion: Do we know anything more about the epi- 
demiology of poliomyelitis than we did at the end 
of the 1948 experience? Our first observation is 
that the disease in 1949 has followed the pattern of 
former years as regards seasonal, race and sex in- 
cidence. 


These relationships are shown in Table I. 

The experience of 1949 has strengthened our be- 
lief in the hypothesis outlined by Gaylord Anderson 
that “poliomyelitis virus infection is as widespread 


TABLE 


POLIOMYELITIS IN VIRGINIA 

FATAL- 

YEAR Cases MALE FEMALE WHITE COLORED AGE 


MEDIAN ITY 
RATE 


1935 685 57.9 42.1 79.3 20.7 6.4 7.0 
1940 241 61.0 39.0 90.9 9.1 5.8 10.8 
1944 756 52.8 47.2 90.5 9.5 8.6 8.0 
1948 567 BF | 42.3 90.5 9.5 8.5 5.6 
1949* 332 59.6 40.4 92.2 7.8 8.9 4.0 


as measles, that most of us respond well to the in- 
fection through the development of satisfactory re- 
sistance, but that a few are so constituted physio- 
logically that they respond badly and are paralyzed”. 
It is in the study of these physiologic variants that 
he feels we shall find our most fertile field of re- 
search. 

Unanswered still are the questions of seasonal, 
sex and race incidence. A possible theory for a 
greater percentage of white over colored cases re- 
ported is that the disease probably occurs as often in 
colored as in white but because of economic factors 
colored cases are not as apt to be reported when in 
the subclinical and nonparalytic stage of the dis- 
ease. No generally accepted explanation has been 
advanced for the repeated pattern of seasonal and 
sex incidence. 

If poliomyelitis continues to follow the pattern of 
former years, then we should expect 1950 to be a 
year of relatively low incidence, indicating that the 
bulk of susceptibles have been used up in 1948 and 
1949, 


*January through December 7. 
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MEDICAL SOCIETY OF VIRGINIA 
PUBLIC RELATIONS 


Henry S. JoHNnson, Director 


The A. M. A. Meets in Washington. 

The Clinical Session of the American Medical 
Association was held in Washington, D. C., Decem- 
ber 6-9, 1949 with headquarters at the Statler Hotel. 

One of the main issues discussed was that of so- 
cialized medicine. Dr. Elmer L. Henderson, Presi- 
dent-elect of the American Medical Association, 
stated that the “fight may be won or lost in next 
year’s Congress, or in the 1950 Congressional elec- 
tions”. 

He warned against a feeling of false security over 
the victory won against Compulsory Health Insur- 
ance in the first session of the 81st Congress. This 
is the attitude the proponents of socialized medicine 
wish to prevail, but is one that must be guarded 
against. 

Dr. Henderson offered that “‘American medicine, 
during 1949, became a well-organized, powerful 
fighting force for freedom”. This was supported by 
Whitaker & Baxter (Public Relations firm employed 
in the National Educational campaign) in a report 
stating that “in ten months of the campaign, Ameri- 
can medicine has won the active support of 1,829 
national, state and local organizations”. 

Continuation of the Education campaign, led by 
the American Medical Association appears to be so 
important at this time that it was decided by the 
House of Delegates to ask each member for an as- 
sessment of $25 each. It is thought this may pro- 
vide approximately $3,000,000. 

Dr. Ernest E. Irons, of Chicago, President of the 
A. M. A. emphasized that the Truman Administra- 
tion has not given up the fight as evidenced by the 
sending of Mr. Oscar Ewing and friends to study 
various systems of socialized medicine which have 
brought “confusion, inefficiency and exhorbitant ex- 
pense”’, 

It is believed that overwhelming public support 
in behalf of free-enterprise medicine will be decisive 
in a victory over the ‘“‘socializers” in 1950. 


Each doctor should play a vital part in educating 
the public to this end. 


Doctor of the Year from Illinois. 

Dr. Andy Hall, an eighty-four year old general 
practitioner and country doctor from Mount Vernon, 
Illinois, has been named “Doctor of the Year” by 
the American Medical Association. 

Dr. Hall still keeps an eight-to-five office day and 
estimates that during his sixty years of service, he 
has been compensated by money for only sixty per 
cent of this practice. 

When questioned about socialized medicine, Dr. 
Hall answered: “I think it’s a bad thing for the 
countries that have adopted it, and I think it would 
be a bad thing for this country.”’ 

Unquestionably there are general practitioners in 
Virginia whose services merit this honor. Our ef- 
forts to bring their case to the attention of the House 
of Delegates of the American Medical Association 
will continue. 


1950 General Assembly. 

The General Assembly of Virginia will convene 
again the second week in January, 1950, and many 
matters of vital interest to the medical profession 
will be aired. 

Of course, a number of matters concerning our 
health and medical care programs will be considered 
by that body. One of the foremost of these seems 
rather certain to be a question of improving the fa- 
cilities and services of our mental institutions. 

The request for placing two full-time professors 
of Public Health in each medical school in the state 
may be offered. 

This office will endeavor to keep up with the 
deliberations of the Assembly, and it is hoped that 
each member of the medical society will be on the 
alert not only from the standpoint of the help that 
the medical profession can give, but from the stand- 
point of the assistance that may be solicited from 
members of the lay-public as the matters arise. 


Committee on Reorganization. 
A Committee on Reorganization of the administra- 
tive offices of the Medical Society of. Virginia has 
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been appointed by Dr. W. C. Caudill, President of 
the Society. 

The committee is composed of four members, with 
Dr. Vincent W. Archer of Charlottesville serving 
as chairman. Those serving with him are: Dr. John 
T. T. Hundley of Lynchburg, Dr. Walter A. Porter 
of Hillsville and Dr. Harry J. Warthen of Rich- 
mond. 

Perhaps the deliberations of this committee would 
be passed on to you in the near future. 


Public Relations Committee Meets. 

Before this goes to press, the Public Relations 
Committee, which has been enlarged to a member- 
ship of six, will have met to discuss policies, pro- 
cedures, programs and activities for the year. 

The Education Campaign will be a matter to 
come up for discussion to be led by the State Educa- 
tion Chairman, Dr. John T. T. Hundley of Lynch- 
burg. 

Dr. J. M. Emmett, Clifton Forge, Chairman of 
the committee, and Dr. H. B. Mulholland of Char- 
lottesville, will continue and have served on the 
committee since its beginning. New members ap- 
pointed to the committee are: Dr. George A. Duncan, 
Norfolk, Dr. Andrew F. Gieson, Radford, Dr. John 
B. Leary, Arlington, and Dr. Benjamin W. Rawles, 


Jr., of Richmond. 


WOMAN’S AUXILIARY 
TO THE 
MEDICAL SOCIETY OF VIRGINIA 


President Mrs. C. E. Horpersy, Hilton Village 
President-Elect ____.__...Mrs. C. M. McCoy, Norfolk 
Recording Sec’y--Mrs. THomMas S. CHALKLEY, Richmond 
Corresponding Sec’y--Mrs. J. W. CARNEY, Newport News 
Treasurer Mrs. W. Howarpb, Portsmouth 
Parliamentarian— 
Mrs. THos. N. HUNNICUTT, JR., Newport News 
Mrs. M. H. Harris, West Point 
Mrs. HERMAN FArBER, Petersburg 


Historian 
Publicity 
Minutes of the 27th Annual Convention. 

The 27th annual meeting of the Woman’s Aux- 
iliary to the Medical Society of Virginia convened 
in the Fort Room of the Hotel Chamberlin at Old 
Point Comfort, at 9:00 A.M. on October 11, 1949, 
with the President, Mrs. R. M. Reynolds, presiding. 

The invocation was given by Mrs. J. L. Jen- 
nings. Mrs. Thomas Hunnicutt gave the address 
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of welcome, with the response by Mrs. M. W. Glover. 
Mrs. Chester Bradley, chairman of arrangements 


gave the following report on registration: 76 mem- 
bers, 12 delegates, 1 alternate, and 71 guests, making 
a total of 160 persons. 

The Memorial Service was conducted by Mrs. 
Lee S. Liggan for the following deceased members: 

Mrs. O. G. Pearson, Warsaw 

Mrs. Oscar Powell, Onancock 

Mrs. Frank Poindexter, Newport News 

Mrs. E. W. Buckingham, Newport News 

Mrs. J. M. Saunders, Norfolk 

The minutes of the 26th annual meeting were ap- 
proved as read. 

Roll was called by the secretary, with 16 officers, 
standing and special committee chairmen and county 
auxiliary presidents present. There was the follow- 
ing representation from the county auxiliaries: 
Northampton-Accomac 1, Richmond 6, Danville- 
Pittsylvania 2, Petersburg 1, Arlington 3, Alexan- 
dria 2, Northern Neck 2, Warwick County 5, and 
Norfolk County 7. 

Mrs. David B. Allman, President of the Woman’s 
Auxiliary to the American Medical Association was 
presented by the President, Mrs. Reynolds. 

The 2nd Vice-President, Mrs. Engh, was asked 
to preside while Mrs. Reynolds gave her annual re- 
port. Mrs. McCoy moved that we accept the Presi- 
dent’s report for fine work with thanks. Motion 
carried. 

Reports of the following officers were read: 2nd 
Vice-President, Mrs. O. A. Engh; 3rd Vice-Presi- 
dent, Mrs. Lee S. Liggan; Recording Secretary, Mrs. 
T. S. Chalkley; Corresponding Secretary, Mrs. 
Charles Lupton; Parliamentarian, Mrs. H. W. 
Rogers; Historian, Mrs. M. H. Harris. The Treas- 
urer’s report showed a balance of $677.38 in the 
treasury. 

Reports of the following Standing and Special 
Committees were given: Hygeia, Mrs. Preston Titus: 
Legislation, Mrs. Powell Williams; Publication, 
Mrs. Holland Trower; Public Relations, Mrs. South- 
gate Leigh, Jr.; Revisions, Mrs. J. E. Hamner; 
Cancer Control, Mrs. C. T. Pierce; Finance, Mrs. 
Paul Pearson; Leigh-Hodges-Wright, Mrs. Fletcher 
Wright, Sr.; and Nurse Recruitment, Mrs. Jessie W. 
Faris. 

The reports of the county presidents were given 


as follows: 
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Northampton-Accomac, Mrs. W. J. Sturgis, Sr.; 
Richmond, Mrs. Edward Ray; Danville-Pittsyl- 
vania,. Mrs. J. L. Jennings; Petersburg, Mrs. Wil- 
liam Grossmann; Arlington, Mrs. J. Rollins Mc- 
Griff; Alexandria, Mrs. Harrison Picot; Northern 
Neck, Mrs. A. B. Gravatt; Warwick County, Mrs. 
Chester D. Bradley; Norfolk County, Mrs. Mallory 
S. Andrews. 

Mrs. Reynolds introduced the National President, 
Mrs. David B. Allman, who spoke on our duty in 
fighting compulsory health insurance. 

The secretary read a telegram from Mrs. Joseph 
W. Kelso, President of the Woman’s Auxiliary to 
the Southern Medical Association, expressing re- 
gret at being unable to attend the convention. The 
President announced that the Executive Board had 
sent a telegram in reply to Mrs. Kelso. 

The report of the Council to the Woman’s Aux- 
iliary to the Southern Medical Association was 
given by Mrs. P. M. Chichester, who also read a 
paper prepared for the convention by Mrs. Joseph 
W. Kelso. 

The report of the Annual Convention of the 
Woman’s Auxiliary to the A. M. A. was read by 
Mrs. Mallory S. Andrews. 

The secretary read the following recommenda- 
tions from the Executive Board: 

1). That the committee appointed for the Presi- 
dent’s pin go ahead with the final selection of the 
design and the purchase of the pin. 

It was moved by Mrs. Hunnicutt that this recom- 
mendation be accepted. Motion carried. 

2). That the State Auxiliary have a committee 
to investigate the facts regarding Senate Bill 1453, 
which has already passed, and House Bill 5940, 
which is pending passage, giving authority to a 
Federal Board to accredit or disaccredit Nursing 
Training Schools. 

It was moved by Mrs. Howard that this recom- 
mendation be deferred until the last of the program. 
Motion carried. 


3). That we reimburse the President to the 
amount of $8.62 for printing and postage expendi- 
tures for mailing sample resolutions. 


It was moved by Mrs. Liggan that this recom- 
mendation be accepted. Motion carried. 

Mrs. J. Rollins McGriff, chairman of the Com- 
mittee on Resolutions read a resolution opposing 
Compulsory Health Insurance, and moved that the 


[ January, 


resolution be adopted. Motion carried. Mrs. Mc- 
Griff also read a resolution supporting the A. M. A. 
12-Point Program, and moved that this resolution be 
adopted. Motion carried. Mrs. McGriff then read 
the following Courtesy Resolutions: 


Whereas, The Woman’s Auxiliary to the Medical 
Society of Virginia, in convention assembled, has been 
the recipient of many courtesies; 

THEREFORE BE IT REsoLveD, That the Medical Society 
of Virginia be thanked for their interest and cooperation 
in our work during the year and the courtesies extended 
during the twenty-seventh annual meeting of the Woman's 
Auxiliary to the Medical Society of Virginia. 

REsoLvep, That the Woman’s Auxiliary to the Medical 
Society of Virginia express its sincere appreciation to all 
of the following who have done so much to make this 
meeting a memorable occasion: 

To the Woman’s Auxiliary to the Warwick County 
Medical Society as hostess Auxiliary ; 

To Mrs. Chester D. Bradley as chairman, and her co- 
chairmen, for their work in planning the entertainment 
and arrangements for the meeting; 

To Mrs. David B. Allman, President of the Woman’s 
Auxiliary to the American Medical Association, for her 
inspirational message; 

To the Management of the Chamberlin Hotel and its 
personnel for the many courteous attentions for our 
welfare; 

To all those unidentified persons whose thoughtfulness 
has aided the perfection of detail which has made this 
occasion memorable; and especially we extend our thanks 
and appreciation to: 

Our highly respected and esteemed President, Mrs. 
R. M. Reynolds, whose graciousness, capability, and loyal 
devotion to the interests of the Woman's Auxiliary have 
added so much to the unification and progress of the 
Auxiliary; 

Anp Be It FurtHer REso_vep, That a copy of this 
resolution be spread upon the minutes of the Auxiliary. 


Mrs. McGriff moved that this resolution be 
adopted. Motion carried. 

Mrs. McCoy made a motion to accept the recom- 
mendation of the Executive Board that the State 
Auxiliary have a committee to investigate the facts 
concerning Senate Bill 1453, which has already 
passed, and House Bill 5940, which is pending pas- 
sage, giving authority to a Federal Board to accredit 
or disaccredit Nursing Training Schools. It was 
seconded by Mrs. Lupton. Mrs. McCoy then 
amended the motion, so that the committee be em- 
powered to act immediately with the consent of the 
Advisory Board. Motion carried. 
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Mrs. Hamner presented the slate of officers as fol- 
lows: 
Mrs. C. E. HOLDERBY 


____Mrs. C. M. McCoy 
__.__Mrs. W. J. Sturcis 


Ist 
2nd Vice-President_______- Mrs. T. J. Moran 
3rd Vice-President_________________.Mrs. M. W. GLover 
Recording THomas S. CHALKLEY 
Corresponding Secretary Mrs. J. W. CAaRNEY 
__Mrs. KALForp W. Howarp 
Historian___.___ __Mrs. M. H. Harris 


Mrs. Leigh moved the nominations be closed. 
Motion carried. The slate was unanimously elected. 

Mrs. Hamner made a motion that the secretary 
write Mrs. Simms a letter of appreciation for serv- 
ices rendered to the Auxiliary. Motion carried. 

Mrs. Hamner moved that the secretary write a 
letter to Mrs. Latane, Mrs. Wright, and Mrs. De- 
Cormis, expressing our regret at their absence. Mo- 
tion carried. 

The President turned the meeting over to Mrs. 
H. W. Rogers, Parliamentarian who read a resolu- 
tion of appreciation to the out-going officers, and 
moved that it be adopted. Motion carried. 

The officers were installed by Mrs. Rogers. The 
gavel was presented by Mrs. Reynolds to Mrs. 
Holderby, who gave her acceptance. 

The motion was made to adjourn, and it was 
carried. 

Mrs. T. S. CHALKLEY, 
Recording Secretary 


Norfolk. 

The annual meeting of the Woman’s Auxiliary 
to the Norfolk County Medical Society was held on 
October 25th at the Norfolk Yacht and Country 
Club, with the president, Mrs. M. S. Andrews, pre- 
siding. Reports of officers and committees were 
given. The highlight of the day was the presenta- 
tion of past presidents from 1923 through 1948, and 
as each was introduced she took a moment to tell of 
something of interest during her term of office. The 
report of the nominating committee was accepted 
and following installation of new officers, a lovely 
tea was served by Mrs. Andrews. 

CHRISTINE F. Mayo (Mrs. L. E.) 


Arlington 
At the regular meeting of this Auxiliary on No- 
vember 8th, Miss Anne Smith, Director of Nursing 
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at the Arlington Hospital, spoke on Nurse Recruit- 
ment. 
The Auxiliary gave a dinner dance on the evening 
of November 16th. 
N. NorMENT (Mrs. R. L.) 


BOOK ANNOUNCEMENTS 


Ecology of Health. The New York Academy of Med- 
icine Institute on Public Health, 1947. Edited by 
E. H. L. CORWIN, Ph.D. The Commonwealth 


Fund, New York, 1949. xii-196 pages. Cloth. Price 
$2.50. 
For The New Mother. By MILDRED V. HARD- 


CASTLE, R.N. Illustrated by Shirley Tattersfield. 
The John C. Winston Company, Philadelphia, 1948. 
xii-163 pages. Cloth. Price $2.00. 


Blood and Plasma Transfusions. By MAX M. STRU- 
MIA, M.D., Sc.D. (Med.), Associate Professor of 
Pathology, Graduate School of Medicine, Univer- 
sity of Pennsylvania; Director, Laboratory of Clin- 
ical Pathology, and of the John S. Sharpe Research 
Foundation, Bryn Mawr Hospital; etc. and JOHN 
J. MecGRAW, JR., M.D., Instructor in Pathology, 
Graduate School of Medicine, University of Penn- 


sylvania; Assistant Attending Pathologist, Bryn 
Mawr Hospital; ete. Philadelphia, F. A. Davis 
Company. 1949. x-497 pages. 124 Illustrations. 
Cloth. Price $7.50. 

The Practice of Refraction. By SIR STEWART 
DUKE-ELDER, K.C.V.O., M.A., D.Se. (St. And.), 
Ph.D. (Lond.), M.D., F.R.C.S., Hon. D.Sc. (North 
Western), Surgeon Oculist to H.M. The King; 


Knight of Grace of the Order of St. John; Consult- 
ing Ophthalmic Surgeon to the Army and the 
Royal Air Force; etc. Fifth Edition. St. Louis, 
The C. V. Mosby Company. 1949. xiv-317 pages, 
with 216 illustrations. Cloth. Price $6.25. 


This is the 5th edition of the text originally pub- 
lished in 1928. This latest edition introduces newer 
information on anisekonia, streak retinoscopy and 
the orthoptic treatment of muscular imbalance. A 
chapter has been added on anomalies of convergence. 

This book presents in sufficient detail for student 
and practitioner the principles and theory of the 
correction of defects in the optical system of the 
eyes and associated muscles. The text could well 
be in the library of every clinical ophthalmologist 
for study and reference and, it is felt by this reader, 
that the treatise is quite complete except for that 
rare clinician who wishes to delve deeper into the 
non-clinical phases of physiological optics. 

The small size of the volume and the character 
of the printing and binding are to be commended. 

L. ©, &. 
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Robert Koch (1843-1910) 


EFORE Pasteur and Koch (Koch was twenty years younger than Pasteur), diag- 

nosis was uncertain and treatment was entirely empirical. The only way we had 
to make a diagnosis was by the symptoms and the clinical course. Autopsy frequently 
threw no light on the etiology. As an example of the confused state of our knowledge, 
during the Civil War, the Surgeon General of the United States Army recognized the 
following terms in the surgeons’ hospital reports: typhus, typhoid, common continued 
fever, remittent fever, quotidian, tertian, quartan, congestive, intermittent fever, bilious 
fever, etc. 

Robert Koch was a miner’s son and a graduate of the University of Gottingen. At 
the end of the Franco-Prussian War, he became a country doctor at Bomst in Wollstein. 
He was, by nature, an investigator and fitted up for himself a primitive, private 
laboratory in which he worked out the life history of the clostridium of anthrax, a dis- 
ease that infested the cattle of the surrounding country. He proved beyond all question 
that the bacterium was the cause of the disease. He also worked out the technics for 
growing bacteria and with his solid media was able to obtain pure cultures of bacteria 
not only for spore bearing bacteria but for all others. His famous postulates which 
must be fulfilled, before a germ can be considered beyond question the causative factor 
of a disease, prevented many premature announcements when new bacteria were being 
discovered so rapidly. 

The next decade was characterized by feverish activity among a number of investi- 
gators. Koch, himself, discovered the cause of tuberculosis and Asiatic cholera; Neisser, 
the cause of gonorrhoea; Eberth, that of typhoid fever; Hansan, the cause of leprosy; 
Loffler, the causes of glanders and of diphtheria; Bollinger and Harz, that of actinomy- 
cosis; Fehleisen, that of erysipelas; Nikolaier, that of tetanus; Fraenkel, that of pneu- 
monia; and Weichselbaum, the cause of epidemic cerebro-spinal meningitis. The 
immediate result of all this work was exactness of diagnosis. Later, as knowledge of 
the behavior of the various bacteria under favorable and adverse conditions accumu- 
lated, some, notably B. diptheria and Cl. tetani, were found to produce powerful 
soluble toxins. These toxins either quickly killed the host or else the host produced 
antitoxins that neutralized the toxin. By starting with weakened strains of bacteria 
and gradually working up, animals could be made to develop tremendous quantities of 
antitoxins which could be used for prevention or cure of the diseases in human beings. 
Other bacteria, such as the Eberthus typhosus, produced an endotoxin. For these no 
antitoxin could be developed, but an effective vaccine was made from their dead bodies. 
This was accomplished by a tremendous amount of work all over the world and resulted 
in founding a new science, i.e., immunology, as we learned how germs worked in the 
body. It all, however, was the result of Koch’s discovery of how to grow bacteria in 
pure culture. 

Shortly after Koch’s first published work, i.e., on anthrax, he was given a position 
on the Imperial Board of Health in Berlin. Here he had better laboratory facilities. 
Later he was appointed professor of hygiene and director of the Hygienic Institute at 
the University of Berlin. Koch, however, cared little for teaching and in 1891, he 
became Chief of the Institute for Infectious Disorders, which was created especially 
for him. 

We had the thrill of hearing this great man at an International Congress in Wash- 
ington in the early part of this Century. As he came into the hall with “Popsy” Welch, 
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he looked’ to be a “‘pint-size”’ man of fine presence. His address was simple, plain and 
easy to follow. It was on this occasion that “Popsy” “pulled” his famous manuscript 
joke. Someone had told him that the Congress was a great affair and that he, by all 
means, ought to have a manuscript, so when “Popsy” got up to speak, he pulled a dozen 
or so sheets of paper out of his pocket and glanced at them occasionally. At the end of 
the session the reporters wanted to see his notes. The papers were entirely blank. We 
do not now remember what either Koch or Welch said but we do remember that to our 


young eyes, neither had feet of clay. 


This is the 8th of a series “Doctors for whom the Public should be thankful.” 


Coarctation of the Aorta 


ROGRESS in some medical fields has become so complicated that it must be made 
in “echelon” rather than in “tandem” fashion. An example of this is the contribu- 
tion made by Dr. Robert Gross of Boston to the surgical treatment of coarctation of the 
aorta. This congenital defect imposes a block in the aorta, usually at the level of the 
ligamentum arteriosum. The blood pressure above the level of the block is usually 
considerably elevated. The pressure in the lower extremities is lower than in the arms, 
whereas normally the leg pressure is the higher. 

No definitive treatment can be offered these patients except surgery. Without sur- 
gery approximately 25 per cent of individuals with this defect can expect reasonably 
long life without severe symptoms. About 25 per cent will succumb to aortic rupture, 
another 25 per cent will die from bacterial infection while the remaining 25 per cent 
will develop hypertensive heart disease and die from congestive failure or intra-cranial 


hemorrhage. 

The contribution made by Dr. Gross, who has operated upon 115 patients, can hardly 
be considered a series of improvements with treatment of coarctation but rather a simul- 
taneous attack on the various difficulties encountered on a broad front. It includes the 
careful development of a surgical technique based on preliminary animal experimenta- 
tion, increased knowledge in the selection of operable cases, improvements in the use of 
aortic grafts, which are necessary in some cases, and a method of estimating blood loss 
during these operations in order that transfused blood may approximate in amount 
the blood lost. 

The operation is a resection of that portion of the aorta which includes the block, 
with repair of this vessel by an end-to-end anastomosis. Success will depend on the 
establishment of a lumen sufficiently large to cause a satisfactory drop in the blood 
pressure above the level of the coarctation. 

In order to accomplish this purpose, the section of aorta to be removed may be so 
long that a graft of human aorta must be interposed. It has been found that sections of 
aorta may be stored for such purposes for five to six weeks if kept in the proper medium 
at 4 degrees centigrade. These grafts are tested for viability by tissue cultures. 

The development of a satisfactory surgical method of treating this condition is a 
triumph of modern surgery but its success is dependent on the existence of knowledge 
which permits proper selection of cases. The hazards of the operation, such as the 
existence of aneurysms of the intercostal arteries, must be evaluated. The need for 
grafts for repair when a long section of aorta is removed extends the ever increasing 
number of items stored in human tissue “banks”. 

Since the optimal time of performing this operation is said to be between the ages 
of 10 and 20 years, the existence of coarctation should be suspected in young persons 
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who have hypertension. Mere palpation of the femoral artery may give a lead. A 
measurement of the blood pressure in the leg will give further convicting information. 
E.S.W. 


Dr. Fishbein Resigns as Editor of the Journal of the 
American Medical Association 


R. MORRIS FISHBEIN’S resignation was officially announced at the opening 

meeting of the House of Delegates at the third annual clinical session of the Ameri- 
can Medical Association at Washington, on December 6th. His retirement comes after a 
long period of service and an unbelievably full measure of accomplishment. It is hard 
to think of the A. M. A. without Dr. Fishbein or of Dr. Fishbein without the A. M. A. 
In the eyes of the public they are one and the same. He came with the Association, 
fresh out of the medical school, as an understudy to the late George Simmons. When 
he was an undergraduate he was inspired by George Vincent, later President of the 
Rockefeller Foundation, to learn to speak rapidly, an art that he developed to perfec- 
tion. He had the gift of reading rapidly, taking in a whole page at a glance. He must 
have had the knack of working rapidly or he never would have had time to accomplish 
all the things he did. 

His outstanding achievement was the Journal of the American Medical Association 
which he developed into the greatest Medical Weekly in the world. Besides, he edited a 
number of outstanding special journals, and a health journal for the lay public. Accord- 
ing to the Washington Star, the name of this magazine is to be changed from “Hygeia” to 
“Your Health Today”. He launched a campaign against quacks, patent medicines and 
fraudulent advertisements. This gained for him many powerful enemies and numerous 
damage suits but it saved the American public many lives and incalculable money. His 
damage suits mounted up into the millions of dollars, but he lost not a single suit. 

On the side, Dr. Fishbein is a Professor in two medical schools and Advisor to the 
Federal Research Council, Army Medical Library and numbers of other similar bodies. 
Recently he was named Editor of the Journal of the World Medical Association. In 
the 37 years that he has been with the American Medical Association, medicine has 
made tremendous strides, until now this country unquestionably has the finest medical 
schools, the finest hospitals and the most efficient medical care in the world. The results 
in lowered mortality, low absenteeism from sickness and increased life expectancy bear 
out this statement. So much for the credit side. 

On the debit side is the increased expense of medical care. While the profession 
was bending every effort to improve its professional practices, it neglected the business 
side. Had we been a trust or trade union as our enemies claim, or even a big business, 
we would have taken steps to correct this back in the thirties when the report of the 
Committee on the Cost of Medical Care was published. We should have shown that the 
public was getting more for its money than ever before. Formerly, a case of pneumonia 
cost twenty or thirty dollars and most patients with that disease died. Now, when a 
case costs ten times as much only three or four per cent die. We should have shown 
that most of the increased cost was due to hospitals and increased laboratory tests and 
nursing care, and that the doctors got very little of the increase. And finally, we 
should have developed means by which the great middle class could pay the increased 
cost. Instead of advertising along these lines as the General Motors or the Bell Tele- 
phone Company would have done, we were maneuvered into a position of being op- 
posed to any change. To make matters worse, the Medical Society of the District of 
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Columbia, the Trustees of the American Medical Association, and Dr. Fishbein were 
sued by the U. S. Government for maintaining a trust and nominally lost, and the 
Supreme Court sustained the Lower Court. This was the first legal setback that Dr. 
Fishbein had ever met, and it damaged his prestige. 

For several years a number of members of the House of Delegates, notably those 
from California, have been displeased with the public relations of the A. M. A. 
This discontent came to a head last spring when Dr. Fishbein engaged in a debate on 
compulsory health insurance sponsored by the Town Meeting of the Air. His op- 
ponent took full advantage of a diary that the editor had been publishing in the 
Journal of. the A. M.*A. for years. He called it Dr. Pepys’ Diary and it appeared in 
the advertisement pages, along with jokes and squibs. Into this diary crept incon- 
sequential errors every now and then. For instance, after a visit to Richmond a num- 
ber of years ago, he said the mint juleps were made of Scotch whiskey. After a recent 
visit to Great Britain some errors of dates and time appeared in this column. Mr. 
Cruickshank, his opponent, used these to make it appear that Dr. Fishbein was an 
untrustworthy witness. At the next meeting of the Trustees, Dr. Fishbein was ordered 
to stop publishing Dr. Pepys’ Diary and to abstain from speaking for the A. M. A. 
To one on the sidelines it appears that he was made a whipping boy for the Trustees. 
Had they started their public relations work ten years earlier this need not have 
happened. 


SOCIETY PROCEEDINGS 
of the population are totally dependent upon the 
Welfare Departments for their care. According to 


The Smyth County Plan for Care of the 
Medically Indigent. 


Ten months ago the Smyth County Medical So- 
ciety decided that in order to prevent the practice of 
medicine from becoming nationalized or socialized 
we must begin solving the very problems that were 
causing the clamor for the same at the grass roots 
level. Accordingly a committee consisting of Drs. 
R. C. Potter, R. H. Harrington, L. E. Jarrett, Wal- 
ter Schiff, C. C. Hatfield and G. E. Godman was 
appointed by the President to study this problem. 
This committee devised a questionnaire which was 
sent to the Welfare Departments of the 100 Vir- 
ginia counties. The results from the 38 counties re- 
porting were tabulated in graphic form and it was 
discovered that Smyth County did not deviate far 
from the average. The results did disclose, however, 
that there are vast differences in how county funds 
are expended for health services. Some of the poorer 
counties did far more for their medically indigent 
in proportion than did some of the richer counties. 
Out of 38 counties only 21 met any part of their 
medical needs and only 11 of these remunerated 
their doctors. This survey did indeed indicate an 
appalling lack of interest and care for the medically 
indigent but it also indicated that only about 1.23% 


another survey made among the doctors in Smyth 
County there are about 1614% of people who either 
cannot or will not pay for their medical services. 
This means that about 15% are in the so-called 
partial or borderline medically indigent class. It 
consists of those who can pay for minor services but 
not major services and those who would not pay if 
they could. Thus, it is only about 10% of the popu- 
lation who can be called medically indigent which 
includes the 144% who are totally indigent. This is 
a far cry from Oscar Ewings claim that 60% of the 
population are unable to secure adequate medical 
care; therefore, this limited our problem to this 10%. 

Now it was also determined that in this county 
these people are already receiving care from their 
local doctors without general public recognition of 
their physicians’ free services which amount to 
1614% of their practice or 1 out of every 6 patients. 
So actually these people are not suffering from lack 
of care because the local doctors bear the brunt of 
the work. Where else can you find a profession or 
trade in which so large a percentage of time and 
work is given to charity. 

With these facts and figures in mind it was de- 
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termined by the committee and approved by the So- 
ciety to make certain recommendations to the Wel- 
fare Department in the hope that some of the faults 
might be corrected here at home rather than through 
a large national organization, following the old 
adage “Charity begins at home”. This follows the 
same line that the American Medical Association has 
taken that if these problems are solved at home as 
they should be, then a large national structure be- 
comes unnecessary. These recommendations were 
designed firstly to help those who are actually on 
Welfare rolls and therefore totally indigent and 
secondly to help the partial or borderline cases. We 
recommended to the Welfare Department two dif- 
erent plans—i.e., that the Welfare Department es- 
tablish free clinics to be manned without charge by 
the physicians in the county, or that cards be issued 
to each bona fide client of the Welfare Department 
entitling these card holders to medical attention 
from the physician of their choice. This attention 
would be furnished by the physician without charge 
to the patient. It was also recommended in conjunc- 
tion with this care that a blanket group Hospitaliza- 
tion Policy be taken out for these same clients. The 
druggists of the county have cooperated fully with 
this plan and have agreed to furnish medicine on 
prescription to these clients at cost plus 10%. Thus 
the 114% of total indigents would have their medi- 
cal needs completely covered. The physicians of the 
county through the Society approved these plans and 
agreed to cooperate fully. These two plans were 
brought before a meeting of the Board of Public 
Welfare and a part of the second plan adopted as of 
November 1, 1949. All clients and their families 
were issued cards as described above. On the backs 
of these cards is a space for dates and the physician’s 
initials for each visit. This was put there to fur- 
nish a guide as to how much was being done for each 
family and to cut down any possible malingering or 
riding a free horse. The second part of this plan, 
the adoption of a blanket insurance policy. was not 
put into effect as the Department of Public Welfare 
felt that the funds already being expended for hos- 
pitalization were adequate for their needs. 


In summary it is felt that we, as a Society, have 
begun to fulfill a crying need in our county, through 
our efforts in the past ten months. These people are 
now and always have been a responsibility for the 
taxpayers. They are our responsibility now. The 
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doctors have been shouldering the load in the past 
without complaint or credit but since this great hue 
and cry for socialization of medicine has arisen it 
is time for us to point out to the public where we 
have been doing it but failed to publicize this fact. 
It is also time for the public themselves to shoulder 
some of the responsibility for these people. 

It is further true that we have only partially solved 

this problem and we still have to find a way to care 
for the next 10% of the population who are border- 
line or partially indigent. Many of these may be 
helped through group hospitalization plans such as 
Blue Cross and Blue Seal through further education 
of employers along these lines. 
’ It must be pointed out that this first step in the 
solution of this problem obviates the necessity for 
regimentation and provides free choice of doctors 
thereby solving and eliminating two very undesir- 
able socialistic features of any national welfare pro- 
gram. Our next step should and will be finding a 
solution to care for borderline cases. 


Williamsburg-James City County Medical 

Society. 

This society met for dinner and a business meet- 
ing at the Williamsburg Lodge on November 31st, 
with Dr. Joseph E. Barrett, Williamsburg, presiding. 

The President, who had served as delegate at the 
Medical Society of Virginia meeting at Old Point 
Comfort in October, reported on the proceedings of 
the House of Delegates and made some comments 
on the scientific program and exhibits. It was noted 
particularly that the exhibit of the Eastern State 
Hospital was given second prize in the scientific 
exhibits. 

The scientific portion of the meeting was a talk 
by Robert O. Dowdell, D.D.S., resident dentist at 
Eastern State Hospital, who spoke on ‘‘Medical- 
Dental Relations” and gave a very interesting and 
inspiring treatment of this topic. 

GRANVILLE L, JONEs, 
Secretary 


The Richmond Academy of Medicine 

Held its annual meeting on December the 13th, 
at which time the following officers were elected for 
1950: President, Dr. Henry W. Decker; president- 
elect, Dr. Kinloch Nelson; vice-presidents, Dr. 
Thomas B. Washington and Dr. Robley D. Bates, 
Jr. In addition to the above, the Board of Trustees 
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will include Dr. Guy W. Horsley, Dr. R. D. Butter- 
worth, Dr. Emily Gardner and Dr. Harry J. War- 
then who will be chairman. Following the meeting 
the usual Christmas party was served in the dining 
room of the Academy. 


The Washington County Medical Society 

Held its first fall meeting at the Martha Washing- 
ton Inn, Abingdon, on October 20th, under the 
presidency of Dr. R. S. LeGarde, Damascus. Dr. J. 
N. Chew, Bristol, Tennessee, presented an excellent 
paper on Psychoneuroses as Seen by the Internist. 

Dr. James M. Suter, Abingdon, is secretary- 
treasurer of this Society. 


The James River Medical Society 

Held its quarterly meeting at Fork Union on No- 
vember 16th, and the following officers were elected: 
president, Dr. Garland Dyches, Dillwyn; vice-presi- 
dent, Dr. L. W. Hulley, Palmyra; and secretary- 
treasurer, Dr. W. A. Pennington, Buckingham. 
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Danville-Pittsylvania Academy of Medicine. 

At the meeting held on November 12th, the follow- 
ing officers were elected: president, Dr. J. J. Neal, 
Danville; vice-presidents, Dr. Allen Byrd, Danville, 
and Dr. Girard Thompson, Chatham; and secretary- 
treasurer, Dr. John L. Clare, Danville. 


Petersburg Medical Society. 

At a recent meeting of this Society, Dr. Thomas B. 
Pope was elected president, Drs. Carney C. Pearce 
and William Grossmann, vice-presidents, and Dr. 
Glenn Phipps, secretary-treasurer, 


The Scott County Medical Society, 

Which has been inactive for sometime, held a meet- 
ing early in December and has reorganized. The 
new officers are: Dr. W. L. Griggs, Jr., of Gate 
City, president; Dr. Jack S. Shaver, also of Gate 
City, Vice-president; and Dr. G. C. Honeycutt. Jr., 
of Gate City, secretary-treasurer. Two new members 
were admitted at this time. 


The Seaboard Medical Association of Vir- 

ginia and North Carolina 

Held its fifty-fourth annual meeting at Old Point 
Comfort, Va., December 6-8, under the presidency 
of Dr. Russell Buxton of Newport News. A num- 
ber of interesting papers were presented and Wed- 
nesday evening was given over to social pleasures. 
Dr. John A. Payne, II, of Sunbury, N. C., was 
elected president, and the following vice-presidents 
named: Dr. James M. Habel, Jr., Suffolk; Dr. 
F. P. Hunter, Warrenton, N. C.; Dr. Rex Blank- 
inship, Richmond; and Dr. Graham Kinsey, Wash- 
ington, N. C. Dr. Clarence Porter Jones, Newport 
News, who has served as secretary-treasurer of the 
association for more than thirty years, was named 
secretary emeritus, and Dr. Everett Sawyer of Eliza- 
beth City, N. C., was elected as secretary-treasurer. 
Elizabeth City; N. C. was selected as the 1950 place 
of meeting. 


Health Department News. 

Dr. Leroy D. Soper has been appointed Health 
Officer for the Pittsylvania County Health District 
with headquarters in Chatham. This appointment 
became effective November 1. 

Dr. Mildred E. Scott resigned November 1 as 


NEWS 


Health Officer for the Carroll-Grayson Health Dis- 
trict. 

Dr. J. E. Malcomson resigned November 18 as 
health officer for Halifax County. 


Graduate Medical Instruction at the Univer- 
sity of Virginia. 

Dr. C. N. H. Long, dean of medicine at Yale 
University, was the third speaker presented this year 
on the program of graduate medical instruction for 
house officers and staff members of the hospital of 
the University of Virginia, on October 19th. He 
spoke on some recent advances in physiology and 
bio-chemistry which bear upon the problem of clini- 
cal diabetes mellitus. 

On October 3rd, Dr. Louis K. Diamond, who is in 
charge of the national blood program of the Red 
Cross, talked about present and future uses of blood 
and blood derivatives in therapeutics. 

Dr. Reginald Fitz, assistant dean of medicine at 
Harvard, was the speaker on the 24th of October. 


Dr. George W. Leavell, 

Bristol, has been named a District Governor of 
Rotary International for 1949-50. As Governor, he 
coordinates the activities of 45 Rotary Clubs in parts 
of Virginia and Tennessee, and during the year 
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visits each of these clubs to offer advice and as- 
sistance. 


Dr. Eugene R. Grether, 

‘Recently of Alexandria, is attending the College 
of Dental and Oral Surgery of Columbia Univer- 
sity, New York City. He plans to complete his 
studies there in June 1951. 


Medical and Surgical Symposium. 

The Watts Hospital in Durham, North Carolina, 
is putting on a two-day medical and surgical sym- 
posium on February 15 and 16. The following will 
be on the program: Drs. Edward Davis, Chicago; 
Malcolm Dockerty, Rochester, Minnesota; Mims 
Gate, New Orleans; Russell Haden, Crozet; T. Hale 
Ham, Boston; Donald S. King, Boston; Byrd S. 
Leavell, Charlottesville; Robert R. Linton, Boston; 
Richard Overholt, Boston; William Parson, Char- 
lottesville; Wayne Rundles, Durham; M. C. Sos- 
man, Boston; and Shields Warren, Boston. 

Virginia doctors who wish to attend should get in 
touch with Dr. W. R. Stanford, 410 One Eleven 
Corcoran Street, Durham, North Carolina. 


Sterility Award. 

The American Society for the Study of Sterility 
is offering an Annual Award of $1,000 known as 
the Ortho Award for an Essay on the result of some 
clinical or laboratory research pertinent to the field 
of sterility. Competition is open to those who. are 
in clinical practice as well as to individuals whose 
work is restricted to research in basic fields or full 
time teaching positions. The Prize Essay will ap- 
pear on the program of the forthcoming meeting of 
the American Society for the Study of Sterility, which 
is to be held at the Sir Francis Drake Hotel in San 
Francisco on June 24 and 25, 1950. 

Full particulars may be obtained from the Sec- 
retary, Dr. Walter W. Williams, 20 Magnolia Ter- 
race, Springfield 8, Massachusetts. Essays must be 
in his hands by April 1, 1950. 


Dr. John Hunter Selby, 

Recently of Alexandria, where he specialized in 
the practice of roentgenology, has retired and his 
permanent residence is now 1021 New York Avenue, 
Cape May, New Jersey. 


Dr. Russell N. Snead, ais 
Class of ’43, Medical College of Virginia, who 
has been practicing at Columbia since his return from 


service in the Navy, is now located on Hull Street 
Road, Richmond. 


Dr. Austin I. Dodson, 

Richmond, recently returned from Los Angeles, 
California, where he gave a series of five lectures 
before the Los Angeles Urological Postgraduate Con- 
vention. 


Dr. Frank C. Pratt, 

Who has practiced medicine in Fredericksburg 
for forty-one years, has retired from active practice 
and will live in Palmer, Lancaster County, in his new 
home on the shore of the Rappahannock River. 


Dr. W. R. Southward, 

Richmond, has been appointed by Dr. W. C. Cau- 
dill as a member of the Committee on Venereal Dis- 
ease Control of the Medical Society of Virginia. 


Medical College of Virginia News. 

Dr. Robert A. Kimbrough, professor and chair- 
man of the Department of Obstetrics and Gynecol- 
ogy, Graduate School of Medicine, University of 
Pennsylvania, gave the first Charles R. Robins 
Memorial Lecture at the College on November 11th. 
He discussed “Carcinoma of the Endometrium”. 
The new lecture was established by Drs. Spotswood 
Robins and Charles R. Robins, Jr., in memory of 
their father. 

The auditorium of the College Hospital was dedi- 
cated on November 14th to the memory of Dr. George 
Ben Johnston, one of the pioneer leaders of the 
College. Dr. Frank Johns, president of Johnston- 
Willis Hospital, Richmond, gave the principal ad- 
dress on the occasion and told of Dr. Johnston’s 
contributions to the college and to the field of medi- 
cine, 


American College of Physicians, Virginia 

Section. 

At the meeting held on October 11th at Old Point 
Comfort, Dr. Douglas G. Chapman, Richmond, was 
elected chairman of the section, and Dr. James F. 
Waddill, Norfolk, re-elected secretary. The winter 
scientific meeting of the Virginia section will be 
held in Richmond on February 22nd. 


Dr. Gayle Heads Southern Psychiatric Asso- 
ciation. 
At the meeting of the Southern Psychiatric Asso- 
ciation in New Orleans the last of November, Dr. 
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R. Finley Gayle, Richmond, was elected president. 
Other officers are: Dr. R. Burke Suitt, Durham, 
N. C., president-elect; Dr. Arthur J. Schwanken- 
berg, Dallas, Texas, chairman of the board of 
regents; and Dr. Newdigate Owensby, Atlanta, sec- 
retary-treasurer. Drs. Joseph L. Knapp, Dallas, O. 
S. Hauk, Nashville, and Walter J. Otis, New Or- 
leans, were named to the Board. 


Dr. William W. Sager 

Has been named chief of cord injury service at 
McGuire Veterans Administration Hospital, Rich- 
mond. He is a native of Shenandoah County and 
has been engaged in the practice of surgery in 
Washington, D. C. 


Dr. Nathan P. Fitts 

Has been appointed as physician of the City 
Home, Richmond. He is a graduate of the Medical 
College of Virginia and recently has been in practice 
at Emporia and at Swan Quarter, North Carolina. 

Dr. Raymond Jackson has been transferred from 
this post to become assistant medical superintendent 
of Pine Camp Hospital, Richmond. 


The American College of Allergists 

Will hold its sixth annual congress at St. Louis, 
January 15-18, at the New Hotel Jefferson. One of 
the highlights of the meeting will be the awarding 
of the von Pirquet medal, which will be presented to 
Dr. Paul Kallos of Sweden, by President Jonathan 
Forman at the dinner-luncheon on the 17th. 
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Guest speaker will be Dr. Vera B. Walker, chair- 
man of the British Allergy Society, London, who 
will speak on “Allergy of the Eye’. Among the 
Dangers from 
Treatment of 


subjects to be presented will be: 
Cosmetics; Snake Venom in the 
Chronic Urticaria; Shortening the Treatment of 
Hay Fever; Allergy in France; Allergy in England 
and Ireland; The Relation of Allergy to Character 
Problems in Children; and Marital Adjustments in 
Parents of Allergic Children. 

Dr. Fred W. Wittich is secretary-treasurer of the 
College. 
Dr. Arthur Broaddus Gravatt, 


Ellerson, recently celebrated his sixty-fifth birth- 
day and the practice of medicine at the same place 


for forty years. About 250 people went by ‘to wish 


him well and take gifts, among them being a tele- 
vision set. 


Wanted. 

Young physician to locate in growing community 
on two railroads, #1 highway, excellent farming 
and lumber industry. Write or wire at once Town 
of Alberta, Alberta, Virginia. (Adv.) 


Wanted. 

Technician, registered or eligible for registry for 
clinical laboratory in a 150 bed hospital in Virginia. 
Full five Salary, 
$185.00 with meals and laundry. Apply C-O, care 


time pathologist, technicians. 


of this journal. (Adv.) 


OBITUARIES 


Dr, Edwin Jones Nixon, 

Who for nearly fifty years practiced in Petersburg, 
died December 9 at the age of seventy-two, having 
been in bad health for several years. He attended 
the University of North Carolina and received his 
degree in medicine from the University of Mary- 
land in 1899. He served in the Medical Corps of 
the army during World War I, and had been a mem- 
ber of the Medical Society of Virginia for many 
years. At its last meeting he was the recipient of the 
Fifty Year award from the Society. His wife sur- 
vives him. _ 


Dr. William F. Grigg, 
Richmond, died November 29th, at the age of 
sixty-six. He was a native of Jarratt and a graduate 


of the Medical College of Virginia in 1909. Dr. 
Grigg had practiced in Richmond since 1915 and 
served as instructor in orthopedic surgery at the 
College from 1917 to 1920. He was a Mason and 
had been a member of the Medical Society of Vir- 
ginia for thirty-four years. His wife and two sons 
survive him. A son is Dr. William F. Grigg, Jr., 
who is located in Richmond. : 


Dr. Clarence Philip Obenschain, 

Retired Staunton physician, died November 29th. 
He was seventy-one years of age and a graduate of 
the former University College of Medicine, Rich- 
mond, in 1904. He had practiced in Staunton since 
1928 and served for a number of years as coroner 
for Augusta County. Dr. Obenschain was formerly 
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a member of the Medical Society of Virginia. His 
wife and ten children survive him. 


Dr.-Samuel Hill Yokeley, 

Of Meadowview, died June the 24th at the age of 
seventy. He received his medical education at the 
former University College of Medicine, Richmond, 
from which he graduated in 1909 and had spent 
most of his professional life in Washington County. 

The Washington County Medical Society, of 
which Dr. Yokeley was a charter member, apprized 
of the loss of one of its distinguished members, at 
its meeting on October the 20th (the first since his 
death), took this occasion to stand silently in re- 
spect to his memory, and adopted the following reso- 


lutions: 

Be Ir REsoLvep that the members of the Washington 
County Medical Society express their sincere sympathy to 
Dr. Yokeley’s family in their grief. 

The death of Dr. Yokeley has brought to each member 
of the society a sense of deep regret and feeling of loss. 

He was a beloved physician of the physicians and 
people of Washington County and his life’s work has 
erected a monument in the hearts of those he served so 
devotedly. 

This resolution is to be spread upon the minutes of 
the society, a copy published in the VirciniA MEDICAL 
MonrTHLY, and a copy sent to the family of Dr. Yokeley. 

P. S. SMITH 

R. L. HILLMAN 

R. A. Morison 

H. M. 
Committee 


Dr. G. G. Crawford, 

The following resolutions were passed by the 
Shenandoah County Medical Society at its meeting 
November 10, 1949: 


Wuereas it has pleased our Heavenly Father to remove 
from our midst our former president of this Society, Dr. 
G. G. Crawford: 

Be It REsoLvep that, in the passing of this member, our 
Society has sustained a profound loss as well as the re- 
spective community in which he lived; 

Be Ir RESOLVED that we, the members of the Shenandoah 
County Medical Society, extend to his family our sincere 
sympathy in their bereavement; 

AND FurTHERMORE BE IT RESOLVED that a copy of these 
resolutions be spread on the minutes of our Society, and 
that a copy be sent to his widow. 

Frank W. GEarInc, Jr., M.D., 
Secretary. 


Dr. Allen A. Perkins 
Died at Norfolk General Hospital October 29th in the 
59th year of his life. He was a valued member of the 
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Norfolk County Medical Society, and, therefore, our close 
friend and associate. Through the medium of our Norfolk 
hospitals, the Kings Daughters Clinic, and in his general 
practice he worked with constant and undiminished eager- 
ness for the comfort and well being of humanity. 

With a distinguished background of a family that had 
long been prominent in the medical affairs of Norfolk it 
was only natural that Dr. Perkins was constantly inspired 
to attain success in everything he undertook. 

All of us who knew and worked with Dr. Perkins 
respected and admired him. He was possessed of a sense 
of honor which was never conscious of temptation. His 
devotion to his loved ones, to his patients, his friends and 
associates was a paramount guide in the conduct of his 
life. 

We who belong to the medical profession, along with 
his countless number of friends, mourn his loss, and there- 
fore unanimously adopt this resolution of sympathy in 
memoriam to our friend and associate at this our regular 
monthly meeting held this seventh day of November, 1949. 

Be Ir Resotvep that a copy of these resolutions be sent 
to his family, recorded in the minutes of the Norfolk 
County Medical Society and to the VIRGINIA MEDICAL 
MonrTHLY. 

JOHN FRANKLIN 
THos. M. VorBRINCK 
DanpripcE P. West, Chairman 


Dr. J. Dilworth Stroud. 


WuerEAS the Norfolk County Medical Society views 
with sorrow and deep regret the untimely and unfor- 
tunate passing of one of its colleagues, Dr. J. Dilworth 
Stroud on October 25, 1949; and 

Whereas he was born August 3, 1885, in Norfolk, son 
of John and Emma Stroud; took his pre-college education 
at private schools and received his medical degree from 
the University of Virginia, 1908; interned at Old St. 
Vincents Hospital, Norfolk, and began practice of med- 
icine in 1909; was a member of Medical Society of Vir- 
ginia, Norfolk County Medical Society and American 
Medical Association; Ruth Lodge No. 89, Knights Tem- 
plar, and the Shrine; and 

Whereas his loss to his family and a host of friends 
and patients who are better for having known him for 
these many years, will continue to feel his loss for many 
more; 

THEREFORE BE IT REsoLvep that the Norfolk County 
Medical Society deeply regrets Dr. Stroud’s passing, and 
extends their sympathies to his bereaved family; and 

Be Ir FurtTHer ReEsoLvep that these sentiments be 
spread upon the minutes of the Norfolk County Medical 
Society, that a copy be presented to his family, and a 
copy sent to the VircintA MEDICAL MONTHLY. 

J. FRANKLIN WapDILL 
WituraM R. Tyson 
ALBERT V. CrosBy, Chairman 
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